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Abstract
In this dissertation, the author conducted a survey study of practicing school
psychologists on their knowledge of, familiarity with, and use of treatment integrity in
school-based interventions. A total of 195 self-identified practicing school psychologists
provided information on their measurement and evaluation of treatment integrity on
school-based intervention via a one-on-one consultation with teacher and/or parents and
within a school-based problem-solving team. Furthermore, data were collected on the
barriers school psychologists encounter when trying to implement treatment integrity
protocols and what would make them more successful in measuring and evaluating
treatment integrity within their practices. The most significant finding from this study
was that specific training in treatment integrity had the strongest influence on the
increased likelihood of school psychologists measuring and evaluating treatment integrity
in both a one-on-one consultation with teachers and/or parents and within a school-based
problem-solving team. Specific trainings on treatment integrity were more significant
than years of experience, national certification credentials, or degree earned. When asked
about barriers school psychologists experience, lack of time was reported to be the
number-one barrier. Lastly, when asked what would make school psychologists more
successful in measuring and evaluating treatment integrity, more training and more
support from individuals involved were most reported. Based on these results, various
recommendations were made on how to increase the measurement and evaluation of
treatment integrity on school-based interventions.

v
Table of Contents
Table of Contents ............................................................................................................ v
List of Tables ................................................................................................................. vi
Chapter 1: Introduction ................................................................................................... 1
Chapter 2: Review of the Literature................................................................................ 7
Chapter 3: Method ........................................................................................................ 40
Measures and Materials ............................................................................................ 42
Research Design........................................................................................................ 43
Procedure .................................................................................................................. 43
Chapter 4: Results ......................................................................................................... 44
Introduction ............................................................................................................... 44
Descriptive Statistics ................................................................................................. 44
Chapter 5: Discussion ................................................................................................... 70
Summary of the Findings .......................................................................................... 70
Significance of the Findings ..................................................................................... 72
Impact of the Findings .............................................................................................. 73
Limitations ................................................................................................................ 74
References ..................................................................................................................... 78
Appendix A: Dimensions of Treatment Integrity Across Conceptual Models ............. 92
Appendix B: Survey...................................................................................................... 93

vi
List of Tables
Table 1
Interpretative Issues with Varying Levels of Treatment Integrity (TI) on the Dependent
Variable
Table 2
Demographic Data from Practicing School Psychologists
Table 3
School Psychologists’ Perceptions of the Importance of Treatment Integrity
Table 4
School Psychologists’ Comfort Level in Defining the Following Terms
Table 5
School Psychologists’ Familiarity Level with the Following Terms
Table 6
School Psychologists’ Capability in Defining Treatment Integrity
Table 7
Percentage of School Psychologists Who Measure, Evaluate, and Report Treatment
Integrity in One-on-One Consultation with Teachers and/or Parents
Table 8
Percentage of School Psychologists Who Measure, Evaluate, and Report Treatment
Integrity in School-Based Problem-Solving Team
Table 9
Likelihood of School Psychologists Documenting Evidence of Treatment Integrity in a
School-Based Problem-Solving Team’s Records
Table 10
Methods Used to Measure Treatment Integrity in both a One-on-One Consultation and a
School-Based Problem-Solving Team
Table 11
Treatment Integrity Components that Are Measured in both a One-on-One Consultation
and a School-Based Problem-Solving Team
Table 12
Years of Experience and Treatment Integrity in a One-on-One Consultation

vii
Table 13
Chi-Square Test: Years of Experience and Treatment Integrity in a One-on-One
Consultation
Table 14
Years of Experience and Treatment Integrity Within a School-Based Problem-Solving
Team
Table 15
Chi-Square Test: Years of Experience and Treatment Integrity Within a School-Based
Problem-Solving Team
Table 16
Degree Earned and Treatment Integrity in a One-on-One Consultation
Table 17
Chi-Square Test: Degree Earned and Treatment Integrity in a One-on-One Consultation
Table 18
Degree Earned and Treatment Integrity Within a School-Based Problem-Solving Team
Table 19
Chi-Square Test: Degree Earned and Treatment Integrity Within a School-Based
Problem-Solving Tea.
Table 20
NCSP and Treatment Integrity in a One-on-One Consultation
Table 21
Chi-Square Test: NCSP and Treatment Integrity in a One-on-One Consultation
Table 22
NCSP and Treatment Integrity Within a School-Based Problem-Solving Team
Table 23
Chi-Square Test: NCSP and Treatment Integrity Within a School-Based Problem-Solving
Team
Table 24
Training and Treatment Integrity in a One-on-One Consultation
Table 25
Chi-Square Test: Training and Treatment Integrity in a One-on-One Consultation
Table 26
Training and Treatment Integrity Within a School-Based Problem-Solving Team

viii

Table 27
Chi-Square Test: Training and Treatment Integrity Within a School-Based ProblemSolving Team
Table 28
Measuring and Not Measuring Treatment Integrity in a One-on-One Consultation and
Within a School-Based Problem-Solving Team
Table 29
Chi-Square Test: Measuring and Not Measuring Treatment Integrity in a One-on-One
Consultation and Within a School-Based Problem-Solving Team

Chapter 1: Introduction
Treatment integrity (TI), also known as treatment fidelity or implementation
integrity, is often defined as the accuracy and reliability of the implementation of an
intervention, in addition to how meticulously the implementation of that treatment
complies with the theoretical and procedural components of the treatment package
(DiGennaro Reed & Codding, 2011; Dusenbury, Brannigan, Falco, & Hansen, 2003;
Nezu, Nezu, & McKay, 2008). As this definition has expanded over the past couple of
decades, several reconceptualizations have aided in determining the components of TI.
Some of the most agreed upon components include treatment adherence, agent
competency, and treatment differentiation while other contributing components include
complexity of the intervention, time spent on the interventions, materials and resources
that are required, the number of agents and their motivation, the rate of change, and the
perceived versus actual change (Gresham, 1989; Perepletchikova & Kazdin, 2005). The
various components are important to consider when measuring, evaluating, and reporting
TI.
One should understand why TI is such a crucial part of the intervention process.
First, when an intervention is not implemented with fidelity, clinicians cannot reliably
evaluate the effects of the independent variable upon the dependent variable (Cooper,
Heron, & Heward, 2007; Gresham, 1989; Kazdin, 2011). Basically, interventionists
cannot determine if the treatment was effective. Second, low levels of TI create a
potential lack of improvement for the client. It has been found that higher levels of TI
were associated with more positive treatment outcomes. This suggests that if a treatment
plan is not implemented with fidelity, the client could have benefitted from the actual
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intended plan (DiGennaro, Martens, & Kleinmann, 2007; DiGennaro, Martens, &
McIntyre, 2005; Durlak & DuPre, 2008; Erhardt, Barnett, Lentz, Stollar, & Raifin, 1996;
Gresham, Gansle, & Noell, 1993; Hogue et al., 2008). Lastly, a host of ethical and legal
problems can arise if treatment plans are not carried out in an efficacious manner,
specifically when the use of evidence-based practices (EBPs) are mandated by state and
federal policies (Livanis, Benvenuto, Mertturk, & Hanthorn, 2013).
Despite the need to measure and evaluate TI, a number of technical issues can
occur. First, psychometric properties are lacking when trying to measure TI. For
example, no single assessment tool is valid and reliable in measuring TI, optimal levels of
adherence or competency of agents are not normed or standardized, and there is no
convergent and divergent validity of the current methods used to assess TI (i.e., direct
and indirect assessments; Gresham, 1989, 2009; Hagermoser Sanetti & Kratochwill,
2009; Reed & Codding, 2014). Another technical issue is the various conceptualizations
of TI. The inconsistencies among and lack of consensus regarding the various
components of TI cause ambiguity in the procedures for developing and measuring TI
within interventions (Gresham, 2009; Reed & Codding; 2014). Therapist drift, or
deviation from the treatment protocol, is another common technical issue in measuring
TI. Therapist drift, or low levels of TI, often call into question whether or not the
independent variable caused changes to the dependent variable (Gresham, 1996). Each of
these factors makes the measurement of TI difficult in applied and research setting.
A review of various methods of measuring TI was conducted. Methods included
direct and indirect assessments, as well as provision of operational definitions of the
independent variable(s) be provided for the treatment protocol. Performance feedback
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methods have been found to be the most effective methods to ensure and promote TI
(Codding, Feinberg, Dunn, & Pace, 2005; Codding, Livanis, Pace, & Vaca, 2008;
DiGennaro et al., 2005; DiGennaro et al., 2007; DiGennaro-Reed, Codding, Catania, &
Maguire, 2010; Mortenson & Witt, 1998; Mouzakitis, 2010; Noell, Witt, Gilbertson,
Ranier, & Freeland, 1997; Perepletchikova & Kazdin, 2005). Researchers have done
their due diligence to try to promote, increase, and improve measurement and reporting
of TI. Recommendations have been suggested to make changes in policy, in research,
and in the applied setting to increase the measurement and reporting of TI (Gresham,
2009; Hagermoser Sanetti & Kratochwill, 2009). These recommendations have been
made in response to the limited reporting of TI. It was found that only 15 to 20% of
research studies, which were conducted on behavioral and school-based interventions,
reported TI findings (Gresham, Gansle, Noell, & Cohen, 1993; Gresham, MacMillan,
Beebe-Frankenberger, & Bocian, 2000; Peterson, Homer, & Wonderlich, 1982; Wheeler,
Baggett, Fox, & Blevins, 2006). Furthermore, a comprehensive survey study of
nationally certified school psychologists (NCSPs) found that only 11.3% measured TI
within a one-to-one consultation with teachers and/or parents, while only 1.9% measured
TI within their school-based problem-solving teams (Cochrane & Laux, 2008).
Statement of the Problem
As mentioned, when TI is not accounted for when determining the effectiveness
of a treatment, a potential lack of improvement is created for the client and can lead to a
host of ethical and legal problems (Livanis et al., 2013). First, the lack of TI fails to
evaluate the effectiveness of the treatment because researcher and clinicians cannot, with
a high percentage of reliability, state that the independent variable(s) directly affected the
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dependent variable. Second, it has been found that when higher levels of TI are
employed, the likelihood of positive effects on the outcome is higher. By not
implementing the intended intervention with fidelity, the interventionists may potentially
prevent the client from receiving an effective treatment. Lastly, legal and ethical
problems stem from mandates that have been made by professional organizations, such as
the American Psychological Association (APA) and National Association of School
Psychologists (NASP), and state and federal laws, including No Child Left Behind
(NCLB, 2001) and Individuals with Disabilities Education Improvement Act (IDEA,
2004). Statements and mandates from these governing bodies require all necessary
individuals to implement evidence-based practices/interventions. When
EBPs/interventions are not implemented with fidelity, the practice ceases to be evidence
based, thus causing ethical and potential legal problems for the interventionist(s).
Owing to technical issues associated with measuring TI, such as the various
conceptualizations of TI, the lack of psychometric tools and protocols to measure TI, and
deviation from the treatment protocol, TI is rarely evaluated and/or reported in research
studies or in the school setting. As previously stated, several studies found that only 15
to 20% of studies that evaluated behavioral and school-based interventions measured and
reported TI data (Peterson et al., 1982; Gresham, Gansel, Noell, & Cohen, 1993;
Gresham et al., 2000; Wheeler et al., 2006). To date, only one study has surveyed school
psychologists’ measurement and reporting of TI data. That study found that only 11.3%
of NCSPs measured TI within a one-to-one consultation with teachers and/or parents,
while only 1.9% measured TI within their school-based problem-solving teams
(Cochrane & Laux, 2008). Considering the importance of TI in intervention
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implementation, the rarity of actually measuring and reporting TI in research and in
practice is troublesome
Need for the Study
The current study needs to be conducted for several reasons. First, the study is
needed to create additional awareness as to the importance of TI when implementing a
treatment protocol in both research and applied settings. Second, the study is needed to
create additional awareness of the lack of measurement, evaluation, and/or reporting of
TI within the school setting. This study is essential to obtaining updated and more
generalizable information based on the Cochrane and Laux (2008) study. Cochrane and
Laux’s (2008) study was conducted almost 8 years ago; therefore, the time has come to
see if any shifts have taken place in the method and frequency with which school
psychologists are measuring and reporting TI. Lastly, the current study is necessary to
obtain additional information from school psychologists on ways to improve and increase
the measurement, evaluation, and reporting of TI in the educational setting.
Purpose of the Present Study
The main purpose of this study was to survey whether or not practicing school
psychologists know what TI is and whether they use it in their practice. It was
hypothesized that current school psychologists (nationally certified or not) do not know
what TI is, are not familiar with TI, and do not know the purpose it serves. While the
majority of NCSPs have reported that TI is critical when implementing interventions, as
little as 1.9% of school psychologists actually measure for it (Cochrane & Laux, 2008).

INTEGRITY OF TREATMENT INTEGRITY

6

The first goal of the study was to obtain basic information from school
psychologists, including if they were currently practicing, how many years of experience
they had, whether or not they were NCSPs, the type of setting they worked in, and their
level of education. The second goal was to assess whether or not the participants felt
comfortable defining TI, their level of familiarity with the concept, and whether or not
they were able to define TI in their own words. Information on the participants’ training
in TI was also gathered, and then a working definition of TI is was provided to the
participants. The third goal was to ask if participants assessed for TI in both a one-onone consultation with teacher and/or parents and as part of a school-based problemsolving team. The study sought to find out whether direct or indirect TI assessments
were typically used. The fourth goal was to obtain information on whether or not
evidence of TI data collection would be found within the intervention record. The final
goal of the study was to determine the needs of school psychologists in order to be
successful at accurately measuring, evaluating, and reporting TI for these interventions
and the barriers they experienced in doing so.
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Chapter 2: Review of the Literature
Introduction
Definition of Treatment Integrity
The most traditional definition of treatment integrity (TI) is the degree to which a
treatment plan is implemented as it was intended (Gresham, 1989). TI is also referred to
as treatment fidelity, intervention integrity, procedural reliability, and implementation
integrity. Within various fields, these terms are often used interchangeably; however, for
the purpose of this literature review and research study treatment integrity (TI) will
continue to be used unless otherwise noted. Owing to the growing body of research and
literature regarding the importance of TI, its definition has most recently been redefined
as “the extent to which essential intervention components are delivered in a
comprehensive and consistent model by an interventionist trained to deliver the
intervention” (Hagermoser Sanetti & Kratochwill, 2009, p.448). Another important
component of TI’s definition is that the intervention being administered is evaluated to
ensure it is following the theoretical and procedural components of the intended treatment
model (DiGennaro-Reed & Codding; 2011; Dusenbury et al., 2003; Nezu, Nezu, &
McKay, 2008). This current and broadened definition of TI is mostly the result of the
more encompassing conceptual models of TI.
Conceptualization of Treatment Integrity
TI has developed into a complex multidimensional construct that is
conceptualized differently by various researchers. At least one of the following four
salient components or dimensions tends to appear within most of the conceptual
constructs of TI: (a) content or the steps of an intervention; (b) competence of the
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interventionist; (c) quality of the intervention; and (d) process or the delivery of the
intervention (Dane & Schneider, 1998; Fixsen, Naoom, Blase, Friedman, & Wallace,
2005; Hagermoser Sanetti & Kratochwill, 2009; Jones, Clark, & Power, 2008; Power et
al., 2005; Waltz, Addis, Koerner, & Jacobson, 1993). These specific components, and
other contributing components, will be further defined and discussed; however, initially
one should be aware that different constructs of TI include, or exclude, various
dimensions of TI. In other words, researchers conceptualize TI in different ways.
Hagermoser Sanetti and Kratochwill (2009) provided accurate descriptions and a
visual model of six conceptual models of TI (Appendix A). One of the six models (Dane
& Schneider, 1998) proposed that TI dimensions should include (a) adherence; (b)
exposure-participant dosage received; (c) quality; (d) participant responsiveness; and (e)
program differentiation (i.e., other treatments are not being implemented in addition to
the proposed intervention). Similarly, Jones et al.’s (2008) model included all of Dane
and Schneider’s (1998) dimensions as well as dimensions of participant dosage received,
participant adherence, and competence. This model suggests that dimensions of
participation engagement and interventionist competence must be included in order to
accurately assess for integrity of a treatment plan.
Waltz et al. (1993) also agreed that competence and adherence needed to be
included within their model; however, they distinctly noted that adherence did not
necessarily mean that the interventionist is competent. According to their model,
competence should be defined “relative to the treatment model being used” and
therapist’s behaviors should also be evaluated as part of the model being used for the
intervention (Waltz et al., 1993, p. 624). Additional dimensions, which were suggested
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to contribute to the adherence of the intervention plan, included (a) unique and essential
behaviors, (b) essential but not unique behaviors, (c) acceptable but not necessary
behaviors, and (d) proscribed behaviors (Waltz et al., 1993). Another reconceptualization
of TI suggested that Dane and Schneider’s (1998) dimensions be divided into two
variables content and process. Power et al. (2005) suggested that the content variable
should include dimensions of adherence, exposure, and program differentiation, while the
process variable should include dimensions of quality of delivery and participant’s
responsiveness. The rationale of this variable model was that it allowed for a more
comprehensive approach when assessing for integrity of a treatment plan.
Unlike these conceptual models, Fixsen et al. (2005) developed a conceptual
framework for TI using five different components. The purpose of this conceptual model
was to bring to light the “moving parts” of the implementation process. The first
component is influence, which is where social, economic, psychological, political, and
historical factors directly or indirectly affect people, an organization, or a system. Within
the sphere of influence, the other four components operate in order to implement a
program efficiently and effectively. These four components include a source (i.e., the
developed program that is being implemented, the destination (i.e., the individual or
group receiving the treatment), a communication link (i.e., the individuals implementing
the treatment with fidelity), and feedback (i.e., the consistent flow of information about
the performance of the individuals involved in the implementation of the treatment).
With a working knowledge of this conceptual model and the way in which all moving
parts work together, it is believed that treatment plans will be carried out in a more
efficacious manner.
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Other models of TI focus on the consultative aspect of service delivery. For
instance, Sheridan and colleagues conceptualized TI as a two-tier model: Tier 1 included
the integrity of the consultative process (behavioral consultation, conjoint behavioral
consultation) while Tier 2 included the integrity of the implementation of the treatment
plan that was initially developed within the consultative process (Sheridan, SwangerGagne, Welch, Kwon, & Garbacz, 2009). However, as noted by Gresham (2009),
consultation integrity (Tier 1) is not necessary for or sufficient to ensure high integrity of
the treatment plan being implemented (Tier 2). Another conceptualization of TI that
focuses on the consultative process is Noell’s (2008) two-level model of service delivery.
Within this model, the first level is the consultation procedural implementation while the
second level is the treatment plan implementation. Consultation procedural
implementation is the degree to which procedures were implemented according to the
consultative process both in the research and in the applied fields, while treatment plan
implementation is the degree to which the treatment plans that was developed during the
consultative process was implemented with fidelity Treatment plan implementation can
be viewed as the outcome of the consultative process.
Having various conceptualization models of TI has a significant impact on the
understanding, measurement, and evaluation of TI in both research and applied fields.
Owing to the broader and more complex conceptualizations of TI, the understanding of
TI tends to be ambiguous. This is problematic because it prevents practitioners from
fully understanding TI’s functions and how to best measure it. Furthermore, these
broader conceptualizations are happening in a number of different fields, such as school
psychology, psychotherapy, substance abuse treatment, and preventative science, which
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further creates inconsistencies and a lack of consensus regarding what TI should or
should not encompass. Owing to the ambiguity in the definition and the complexity of
the various conceptual models, effective and accurate assessment for TI is difficult in
both the applied and the research settings. Schulte, Easton, and Parker (2009) are hopeful
that as conceptualizations of TI further develop and become more accurate, various fields
will be more likely to develop and adopt effective methods to measure and evaluate TI.
Until then, Schulte et al. (2009) suggested that viewing TI as a framework of the program
that is being delivered is the best approach in order to allow critical dimensions of the
treatment plan to be easily identified and implemented when the intervention is put into
practice.
Importance of Treatment Integrity and Outcomes
Independent and Dependent Variables
TI can impact the functional relationship between the independent variable
(treatment plan) and the dependent variable (student outcome). If a treatment plan is not
implemented with fidelity, clinicians cannot reliably evaluate the effects of the
independent variable upon the dependent variable (Cooper et al., 2007; Gresham, 1989;
Kazdin, 2011). A correlational relationship was found between treatment outcome and
TI, in that higher levels of TI were associated with more positive treatment outcomes
(DiGennaro et al., 2007; DiGennaro et al., 2005;Durlak & DuPre, 2008; Erhardt et al.,
1996; Gresham, Gansle, Noell, & Cohen, 1993; Hogue et al., 2008). One should note
that lower levels of TI were not associated with negative outcomes; however, lower
levels of TI can have varying (i.e., negative, neutral, or positive) effects on the dependent
variable (Noell, 2008; Sterling-Turner, Watson, & Moore, 2002; Hagermoser Sanetti &
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Kratochwill, 2009). For instance, following a treatment plan as developed will most
likely create more positive results in a student’s outcome; however, deviating from the
treatment plan as developed could produce no effect, a positive effect, or a negative effect
on a student’s outcome. In the latter instance, the intervention takes on multiple “lives”:
one that exists on paper and one that is actually implemented, both of which may be
similar to one another but not exactly the same, causing the outcome to be unreliable
(Livanis & Mercer, in press).
The correlation between TI and the relationship between the independent and
dependent variables is significant for two reasons. The first reason is exemplified in the
following hypothetical situation: A research study is conducted and the treatment plan
(independent variable) is not implemented with full fidelity. Deviation or alterations to
the treatment plan procedures not only could affect the findings of the treatment plan and
its outcomes, but also could significantly hinder the ability of others to replicate and
evaluate this research study and treatment plan within the research and applied settings
(Gresham, 1989). Second, implementing a treatment plan without fidelity could also
prevent the participant or student from experiencing the potential positive effects of the
intended treatment plan (Benvenuto & Livanis, 2016). Preventing the participant from
experiencing the potential positive effects of a treatment plan not only is bad practice, but
also can be considered unethical and illegal.
Internal and External Validity
An intervention that is not implemented with fidelity not only affects the
relationship between the independent and dependent variables but also threatens internal
and external validity. Internal validity is when variables other than the independent
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variable influence the dependent variable. Whether the results of the dependent variable
were caused solely by the independent variable instead of by another extraneous
variable(s) is difficult to determine when internal validity is threatened (Gresham, 1998;
Lane, Bocian, McMillan, & Gresham, 2004). The lack of TI causes the internal validity
to be threatened, which in turn prevents researchers and clinicians from determining
whether the independent variable was the only factor that influenced the dependent
variable. External validity is the extent to which a research study’s inferences can be
generalized. When external validity is threatened, one is unable to reliably generalize the
research finding to other populations (Gresham, 1998; Lane et al., 2004). Once again, the
lack of TI causes the external validity to be threatened, which in turn prevents researchers
and clinicians from generalizing the research findings.
Legal and Ethical Problems
Interventions that are implemented without integrity can also lead to related

ethical and potential legal problems. Within the field of psychology, the push for
evidence-based practices (EBPs) has increased tremendously, and a wide variety of
governmental agencies and professional organizations have sought to define EBPs for
children (Reichow & Volkmar, 2011). Failure to adhere to EBPs, as in not implementing
the intervention as intended, results in practices that are no longer evidence based.
Various professional organizations address TI within their ethical codes or in collections
of best practices for treatment implementation. The American Psychological
Association’s (APA) Policy Statement on Evidence-Based Practice in Psychology (APA,
2005) states that to ensure the effectiveness and validity of intervention strategies,
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systematic review and assessment are necessary; a lack of such evaluation would
otherwise be viewed as unethical.
The National Association of School Psychologists’ (NASP) Principles for
Professional Ethics (2010b) states that “school psychologists use assessment techniques
and practices that the profession considers to be responsible, research-based practice” (p.
7). The NASP Model for Comprehensive and Integrated School Psychological Services
(NASP, 2010a) urges school psychologists to use multisource data collection and
assessment procedures to ensure effective implementation of EBPs. In addition, Telzrow
and Beebe (2002) recommended in their NASP Best Practices article nine professional
practices that school psychologists can engage in to increase treatment adherence and
integrity. These nine recommendations include interventions that focus on keystone
behaviors, interventions that are empirically supported, interventions that are easy to
implement and are positively framed, interventions that have perceived effectiveness,
interventions that are contextually matched, interventions that have manuals or scripts
that can be used, provision of guidance and feedback to interventionists, and employment
of intervention monitoring/integrity checks.
With respect to government policy, the failure to follow treatment plans as
initially designed could potentially be a denial of one’s state and federal rights. For
instance, No Child Left Behind (NCLB, 2001) federally mandates that educators
implement research-based instruction (RBI). It further states that the RBI should be
based on proven high-quality, thorough research and should be implemented as intended
by developers (i.e., TI). Another example is the Individuals with Disabilities Education
Improvement Act (IDEA, 2004), which also federally mandates that all school
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administrators, teachers, interventionists, and other supportive staff be trained in
implementing evidence-based curriculum, practices, and interventions. In addition,
IDEA supports the use of Response-to-Intervention (RtI), a multi-tiered data-baseddecision making intervention model for the identification of specific learning disabilities.
Within the RtI model, the student’s responsiveness to EBPs requires high levels of TI,
especially when utilizing data for the placement of a student in special education (Noell
& Gansle, 2006). If TI is not considered during the RtI data-based, decision-making
process, a couple of things could happen, all of which could have a significant impact on
a child’s education. First, students could be placed in an inappropriate intervention group
(i.e., too intensive or not intensive enough). Second, students could end up qualifying for
special education when in reality they should not be eligible for special education
services. Finally, students may not be identified for special education services when in
reality they should be eligible for special education services.
Similar to NCLB and IDEA, the Combating Autism Act (2006) specifies the need
for evidence-based intervention (EBI) for treating individuals with autism, in addition to
collecting and reporting the effectiveness of newly developed interventions for this
population. Once again, this act is another piece of federal policy that endorses not only
the use of EBI but also the effectiveness of newly developed interventions, which
ultimately requires the use of TI to ensure their effectiveness. This is important for two
reasons. First, failing to report TI information, which helps to ensure the effectiveness of
autism interventions, could be seen as unlawful practice. Second, funding autism
intervention research through the use of grants and contracts is tied to intervention
guidelines and outcomes. Failing to report or provide intervention guidelines and
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outcomes with fidelity could prevent the funding of these research programs and the
support of new EBIs.
With the growing momentum of EBP, EBI, and RBI for both academic and
behavioral interventions, TI has clearly become a necessary part of best practice. The
lack of TI could be viewed as unethical by professional peers. In addition, behavioral
and/or academic intervention plans that lack the measurement and assessment of TI could
be considered a deprivation of constitutionally protected due process rights (Cook et al.,
2010) because EBP, EPI, and/or RBI were never technically provided to the student.
Conceivably, this could lead school psychologists and other educational professionals
toward litigation with the students’ families.
Components of Treatment Integrity
As mentioned earlier, salient components of TI have been identified for
measuring and evaluating TI. Three of the most agreed upon components include
treatment adherence, agent competency, and treatment differentiation (Perepletchikova &
Kazdin, 2005). At this time, we are unsure of the importance or the relative weight that
each of these components has on assessing TI and predicting treatment outcomes
(Gresham, 2005). What is known, however, is the importance and need for measuring
TI; these three components and other contributing factors are described in greater detail
in the following sections.
Treatment Adherence
Adherence refers to the interventionist’s implementation of procedures in a stable
manner over time and as intended. When treatment implementers are exposed to some
form of consistent and ongoing training or supervision regarding the treatment, TI has
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been shown to improve dramatically and ultimately to provide positive outcomes for the
clients. For instance, it was found that weekly supervision of therapists increased fidelity
to the manualized treatment protocols, which in turn led to significant decreases in
problem behaviors in an outpatient setting (Hogue et al., 2008). It was also found that
implementation of biweekly direct observations and immediate feedback increased the
level of integrity to the treatment plan in a school setting (Codding et al., 2005).
Treatment adherence must take into consideration the setting of the intervention
as well as the population served. Treatment protocols must be flexible to meet the needs
of the client in various real-life settings, such as schools, clinics, hospitals, and offices.
Some interventions, especially those that target psychopathological conditions in
children, actually require creative implementations of established interventions; in these
conditions, therapist creativity can be considered a component of treatment adherence
(Perepletchikova, 2014). In those cases, the treatment protocol or manual could specify
which components of the treatments, as well as the parameters of creativity, that the
therapist may apply. In other cases, more extreme psychiatric disorders may require the
implementation of the same treatment protocol with increased magnitude or intensity
(Dusenbury et al., 2003; Schulte et al., 2009). In all of these instances, the
“personalization” of the intervention should be overtly specified within the protocol to
provide additional supervision on how to adhere to the various components of the
intervention (Barber et al., 2006; Perepletchikova & Kazdin, 2005).
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Agent Competency
Agent competency refers to the experience, knowledge, and/or skill of the
individual who is implementing the treatment (Perepletchikova & Kazdin, 2005). The
individual’s competence could potentially be an important factor, depending on the
complexity of the intervention. Agent competency can be a combination of preservice
and ongoing training and supervision. Some clinicians may not have received preservice
training that prepared them for the implementation of a specific treatment protocol, or for
specific components of an intervention, which would require additional in-service
training. Corrective feedback, which is the observation of an agent coupled with
feedback, has been shown to be an effective and time-efficient method of in-service
training for many implementers (Codding et al., 2005; Codding et al., 2008; DiGennaro
et al.,, 2005; DiGennaro et al., 2007; DiGennaro-Reed et al., 2010; Mortenson & Witt,
1998; Mouzakitis, 2010; Noell et al., 1997), thus improving agent competency.
Competence also varies as a function of the level of communication between the
treatment designers and implementers (Cowan & Sheridan, 2003). In many instances,
especially when working with children, people other than the therapist may be called
upon to deliver services. For example, parent implementation of behavioral procedures is
a key component of treatment for children diagnosed with Attention Deficit
Hyperactivity Disorder (Kazdin 2015) and can greatly enhance and support the treatment
of children diagnosed with developmental disorders as well (Skotarczak & Lee, 2015).
Parent-based interventions are usually created or managed by the therapists. Training of
parents needs to factor out the use of psychological jargon and use more practical and
common-sense terms to describe or define the intervention plan (Elliot, 1988; Witt, Moe,
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Gutkin, & Andrews, 1984).
Treatment Differentiation
Treatment differentiation refers to the extent to which the implemented treatment,
intervention, or program is “pure” and to whether other treatments are implemented in
addition to or instead of the intervention (Perepletchikova & Kazdin, 2005).
Differentiation is particularly important when two or more treatment programs are
compared to one another in the research literature. Specifically, treatment protocols must
be reliably distinguished from one another in order to ensure that potential differences in
the dependent variable can be attributed to differences in the independent variable
(Kazdin, 1986). This can be effectively dealt with if operational definitions of the
treatment have been well established.
Other Contributing Components
Additional factors have been identified and associated with difficulties in the
maintenance of TI. The complexity of a treatment has been found to impact TI (Gresham,
1989; Meichenbaum & Turk, 1987), and it is usually operationalized as the number of
components or parts of an intervention. In general, more complex interventions are
evaluated more negatively by potential treatment implementers (Yeaton & Sechrest,
1981) and are not implemented with integrity. Complexity also may play a role when
practitioners implement interventions across various settings (e.g., home, school, clinic)
and with multiple implementers (e.g., parents, teacher, clinicians). Communication
among all implementers is a critical dimension of complexity, as is the varying degree of
experience among the implementers (Gresham, 1996). For example, parents may
experience certain procedures or components of interventions as difficult to manage over
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a period of time in the home, thus possibly causing them to stray from the originally
stated procedure (Allen & Warzak, 2000; Kazdin, 2015).
Time spent on delivery. The time spent on the delivery of the intervention by
treatment implementers also may serve to obstruct TI. Interventions that are easy to learn
tend to show better rates of TI than interventions that are more difficult to learn
(Gresham, 1996). Some interventions require on-going supervision to maintain effective
levels, while some treatments need extended periods of administration (typically referred
to as dosage) until an effect is witnessed, typically a result of the severity of the targeted
issues that are addressed (Happe, 1982).
Material and resources. Material and resources required for the implementation
of a treatment protocol is another component that needs to be considered. If materials
and/or resources are unavailable in the environment in which the treatment is being
implemented, it will be implemented with poorer integrity (Gresham, 1989).
Interventions that require many materials or major expenses for implementers (in time or
finances) can also negatively impact TI (Gresham, 1996; Perepletchikova & Kazdin,
2005). Thus, all materials and resources needed to implement an intervention must be
realistic to the environment, cost effective, and accessible to the interventionist.
Furthermore, assurance that the interventionist knows how to use the materials and
resources is also an important component for higher rates of integrity.
Number of agents. Another factor to consider is the number of agents involved in
the implementation of an intervention. As mentioned before, interventionists can include
parents, teachers, clinicians, and other individuals who have direct contact with the client.
Typically, interventions that require more than one interventionist tend to have poorer TI
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than interventions that require only one interventionist (Gresham, 1989). This is because
the treatment plans tend to be more complex when more agents are involved and/or
degrees of implementation integrity could vary among the different treatment agents.
The inability for any or all of the treatment agents to follow the treatment protocol with
fidelity could cause the treatment to be ineffective (Gresham, 1989).
Motivation of agents. The motivation of the agent(s) involved in the
implementation of an intervention can also affect the integrity of the treatment protocol.
All too often, teachers are more willing to remove a student from the classroom
environment than to implement an intended intervention. Overall, interventionists are
more motivated to remove the client from the environment. In this circumstance, they
have lower motivation to implement the intended treatment protocol, and thus the
treatment will not be implemented in an accurate manner (Gresham, 1989; Yesseldyke,
Christenson, Pianta, & Algozzine, 1983).
Rate of change. The rate of change is yet another component that can affect the
level of TI. Interventions that cause a change to occur in a shorter period of time are
more likely to be used and implemented with fidelity than are interventions that cause a
change over a longer period of time (Perepletchikova & Kazdin, 2005).
Perceived and actual effectiveness. Lastly, the perceived and actual
effectiveness of a treatment protocol also influences the levels of TI. Researchers have
found that when the effectiveness of a treatment is perceived by interventionists(s) to be
positive or to produce rapid changes, the intervention is more likely to be carried out in a
more efficacious manner (Gresham, 1989; Witt & Elliott, 1985; Yeaton & Sechrest,
1981).
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Each of these components is essential to consider when conceptualizing,
assessing, measuring, and evaluating TI because each of these components can contribute
to low levels of TI during the implementation of an intervention. Note that low levels of
TI do not mean that the treatment plan is inherently ineffective or weak; instead, they
mean that the treatment was not implemented as it was intended (Perepletchikova &
Kazdin, 2005). Ensuring that these components are controlled for when developing,
implementing, and evaluating an intervention will help ensure higher levels of TI, and
ultimately a more effective intervention.
Issues Related to Treatment Integrity
Psychometrics/Measurement Issues
One of the most significant issues related toTI is the lack of TI assessments that
have adequate psychometric properties (DiGennaro-Reed & Codding; 2011; Gresham,
1989, 2009; Hagermoser Sanetti & Kratochwill, 2009). Currently, TI is assessed using
direct and indirect assessment methods that essentially record the occurrence and
nonoccurrence of protocol components. However, no single assessment tool has been
developed to effectively measure the validity and reliability of TI. Without an
assessment tool of this kind, measuring TI in both the applied and research settings is
cumbersome, causing practitioners to be less likely to measure TI altogether. In addition,
there are currently no norms for measuring TI at the optimal level. For instance, optimal
levels of adherence or competency of agents are not normed or standardized, which
causes inconsistency in the levels of adherence or competency needed for a treatment
protocol to be successful. Gresham (2009) stressed the need for a unified assessment to
best assess TI, as well as the development of TI norms across commonly used
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interventions, such as the Good Behavior Game. He also suggested that a series of
studies be conducted to measure the convergent and divergent validity of the many
methods that are currently used to assess TI (direct and indirect assessments). This type
of research could lead to the development of a generalized TI assessment tool.
DiGennaro-Reed and Codding (2011 found that additional research is needed to
determine when and how often to assess for TI. This type of research would determine if
the frequency of TI assessment should be done based on the interventionist’s
performance, if it should be assessed intensely when the treatment is first being
implemented and then fade over time, or if it should be assessed periodically throughout
the implementation. As a whole, additional research is needed to better address the
psychometric and measurement issues of TI.
Conceptualization Issues
As highlighted previously, there are many different conceptualizations of TI. TI
is considered to be a complex multidimensional construct; however, the various
conceptualizations of TI can cause uncertainty in researchers and interventionists
regarding which components are most critical to an intervention and which are less
important. Owing to the inconsistencies and lack of consensus among the various
components of TI, there is ambiguity about the procedures for developing and measuring
TI within interventions (Gresham, 2009; Reed & Codding; 2014). For instance, when
assessing for agent competency, practitioners may become accustomed to using the same
checklist. However, an agent’s competencies differ across settings and based on different
intervention protocols. Thus, one checklist is probably not adequate in assessing that
interventionist’s ability to implement one treatment protocol to the next (Waltz et al.,
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1993). Waltz et al., (1993) suggested that when developing an intervention, the
practitioner must identify the specific and most important components of the intervention
to adhere to because not all components will be necessary or required. This is best
known as flexibility of integrity, which allows for adaptation and flexibility of treatment
protocols so provisions can be made to best fit the needs of the client (Durlak & DuPre,
2008; Gresham, 2009; Hagermoser Sanetti & Kratochwill, 2009; Noell, 2008; Shulte et
al., 2009). Furthermore, each component of the intervention should be operationally
defined in behavioral terms, and a rationale should be provided as to why that component
is being used so that when the time comes to assess and interpret TI, the assessment and
interpretation can be done in a less ambiguous manner. This is known as specification of
treatment components, and it is intended to establish components that are specific and
individualized to that treatment plan and its protocols.
Deviation from Protocol and Behavioral Change
Another issue that can arise is deviation from the treatment protocol. One must
be cognizant of therapist drift, during which implementers modify the treatment plan in
minor ways over periods of time, which produces a significant shift in the independent
variable over time. This can lead to an over- or underestimate of treatment effects
(Benvenuto & Livanis, 2016; Gresham, 1987; Hagermoser Sanetti & Kratochwill, 2009;
Livanis et al., 2013; Livanis, Mertturk, Benvenuto, & Mulligan, 2014;). Therapist drift is
typically not intended but can happen as a result of decreased diligence, lack of
supervision, or boredom. Measurements of TI are quantitative methods that identify how
therapist drift affects the dependent variable (Gresham, 1996). Therapist drift, or low
levels of TI, often call into question whether the independent variable affected changes in
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the dependent variable. Table 1 highlights some of the interpretative issues that can arise
from differing levels of TI (Benvenuto & Livanis, 2016; Livanis et al., 2013; Livanis et
al, 2014). When levels of TI are high, decisions regarding the effectiveness and efficacy
of the treatment can be made with confidence, as the specified treatment conditions were
followed.

Table 1
Interpretative Issues with Varying Levels of Treatment Integrity (TI) on the Dependent
Variable
________________________________________________________________________
Dependent level change
Level of integrity
______________________________________________________________________________________
High
Low or none
______________________________________________________________________________________
Desired direction

No change

Undesired direction

Confidence that the treatment
package has an effect

No confidence that the treatment
package has an effect. Increased
risk of Type 1 (false positive) error
if TI data not collected.

Confidence that the treatment
package has no effect

No confidence that the treatment
package has an effect. Increased risk
of Type 2 error (false negative) if TI
data not collected.

Confidence that the treatment
package has no effect and may be
potentially harmful.

No confidence that the treatment
package has an effect. Increased risk
of Type 2 (false negative) error if TI
data not collected.

______________________________________________________________________________
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However, when levels of TI are low (or none), the drift may actually serve to
artificially improve outcomes, thus creating Type 1 error, a situation in which the
intervention is incorrectly deemed to be effective. Furthermore, low levels of TI in
relation to no changes or undesired changes in the client could cause practitioners to
conclude that the therapeutic intervention was not effective. However, in this instance,
whether the lack of client change was the function of an inappropriate intervention or of
an inappropriately applied intervention is not clear. This is considered to be a Type 2
error, in which the therapist rejects an intervention that might actually be effective. Once
again, a lack of TI in these conditions would hinder the identification of potentially
effective treatments.
Measuring and Assessing Treatment Integrity
Operational Definition
One of the most important ways one can effectively assess TI is by providing an
operational definition of the intervention during the intervention design phase and prior to
implementation (Gresham, 1989; Bellg et al., 2004; Sanetti, Collier‐Meek, Long, Kim, &
Kratochwill, 2014). Basically, it provides a task analysis of the planned treatment
protocol, with each task clearly defined. Without an operational definition of an
intervention, replication, evaluation, and generalization of that intervention plan, as well
as measurement for TI, become impractical.
Direct Assessment
The direct assessment of TI is conducted in a similar fashion to traditional
behavioral assessment: the presence or the absence of the operationally defined treatment
protocol documented over a period of time (Cooper et al., 2007). The occurrence or
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nonoccurrence of the protocol then can be calculated into a percentage to indicate the
amount of integrity of the treatment the agent(s) exhibited. Direct assessments can be
conducted at the point of intervention (i.e., during the implementation of the treatment) or
at a later time, possibly through video or via Internet-based technologies (Perepletchikova
& Kazdin, 2005).
The reliability of direct assessments of TI improves dramatically when multiple
observations are conducted in single-case experiments (Kazdin, 2011). The literature
generally suggests the need for multiple observational periods of sufficient length;
however, the number and time frame of observations are debatable. Gresham (1996)
suggested 20 to 30 minutes of three to five observational sessions. Leblanc, Ricciardi,
and Luiselli (2005) and DiGennaro-Reed et al. (2010) observed treatment implementers
for 10 to 15 minutes, but Codding et al. (2005) observed treatment implementers for 55 to
60 minutes. Variability also exists in the number of observations that are conducted,
ranging from three sessions to 12 sessions (Codding et al., 2008; Leblanc et al., 2005).
Since most of these studies were conducted in nonlaboratory settings, the variability was
often a function of the conditions of the setting in which the therapy was conducted. In
controlled settings, the number of observational periods and the length of the average
observational period seem to decrease, which may be the result of issues of increased
agent competence, as well as of a heightened awareness and focus on treatment
adherence (DiGennaro-Reed et al., 2010; LeBlanc et al., 2005).
An important consideration when TI is directly observed is that of observer
reactivity, or the tendency of implementers to modify their behaviors if they are aware
that they are the subject of observation (Cooper et al., 2007; Foster & Cone, 1986;
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Gresham, 2004). However, some evidence suggests that reactivity to the observer tends
to dissipate as a function of time (Codding et al., 2008). One also should note that most
studies of TI focus on the assessment of treatment adherence (i.e., the implementation of
the treatment as designed). Perepletchikova and Kazdin (2005) stressed the importance
of two other dimensions of TI that need to be assessed: agent competence and treatment
differentiation. Measures of agent competence should assess the quality of the delivery,
which includes client or consumer comprehension of the purposes, goals, and procedures
of the treatment and the level of concordance between training and agent activities (Jones
et al., 2008). Perepletchikova (2014) warned, however, that attempting to include client
or consumer comprehension and/or appreciation may veer the assessment to include
outcomes or possibly even measures of social validity. Measures of treatment
differentiation should focus on an assessment of procedures that are delivered in addition
to or instead of the prescribed intervention (Perepletchikova & Kazdin, 2005).
Indirect Assessment
Indirect methods can include implementers’ self-reports, an evaluation of
permanent products that result from the treatment (e.g., client homework or worksheets
jointly completed in therapy), rating scales, and self-monitoring (Perepletchikova &
Kazdin, 2005). Permanent product is beneficial in that the product can be evaluated to
determine to what degree a specific protocol was implemented while not adding any
additional responsibilities to the interventionist (Lane et al., 2004). Self-monitoring has
been found to be an effective assessment tool, as well as a method to help increase and
improve TI (Burgio et al., 1990; Coyle & Cole, 2004; Petscher & Bailey, 2006; Richman,
Riordan, Reiss, Piles, & Bailey, 1988). However, self-monitoring can be a laborious
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method of collecting data on TI since it requires agents to stop the intervention, rate their
own behaviors, and then continue with the intervention. Implementing this moment-tomoment self-monitoring may be extremely difficult, even when interventions are being
delivered in a 1:1 fashion (Gresham, 1996). Because of these concerns, self-monitoring
methods may not be the most effective methods to collect data on adherence (Coyle &
Cole, 2004; McLeod, Southam-Gerow, & Weisz, 2009; Richman et al., 1988). Several
authors have cautioned against the use of indirect assessments of TI, noting that, at best,
they can only supplement direct methods of assessment (Bergan & Kratochwill, 1990;
Gresham, 1989).
Self-monitoring of data creates interventionists’ awareness of their own behaviors
to better understand how they relate to TI; however, this avenue of research has not been
extensively researched as of yet. Any type of self-monitoring or self-reporting
assessments and resulting data should be evaluated with caution because of a subtle
demand characteristic that pulls for social approval and may cause treatment
implementers to over report TI (Perepletchikova & Kazdin, 2005).
Current Promotion of Treatment Integrity
One way to ensure the promotion of TI is through proper agent training
(Perepletchikova & Kazdin, 2005). Training can be done before the intervention begins
or while it is being implemented. Assessments of adherence and competency will aid in
determining whether interventionists are properly trained and the areas in which they
might need training (Waltz et al., 1993). Training can be provided through the use of
modeling, rehearsal, feedback, and role-play. Self-monitoring procedures have also been
investigated to improve TI (Mouzakitis, 2010). Self-monitoring procedures may be
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enticing because they decrease the reliance on other individuals observing and
intervening with treatment implementers, thus saving time for staff and resources for the
agency as a whole; however, as mentioned earlier, self-monitoring may be difficult while
implementing an intervention.
Another way to promote TI is through performance feedback (PFB), which is the
most commonly reported method used to increase TI (Codding et al., 2005; Codding et
al., 2008; DiGennaro et al., 2005; DiGennaro et al., 2007; DiGennaro-Reed et al., 2010;
Mortenson & Witt, 1998; Mouzakitis, 2010; Noell et al., 1997). PFB typically consists of
a systematic method of delivering feedback to treatment implementers regarding their
treatment adherence. Typically, this process includes a structured observation by
someone other than the treatment implementer followed by a meeting (or some other
means of communication) between the observer and the implementer during which
feedback regarding adherence is shared. A typical PFB observation session can last
anywhere between 5 and 20 minutes (DiGennaro Reed & Codding, 2011), with initial
PFB sessions lasting much longer than later sessions. Praise is typically delivered as a
function of the number of correctly implemented components, as well as aspects of a plan
that were not followed or implemented correctly. Furthermore, training methods can be
employed during PFB to ensure correct component implementation in the future through
the use of review, modeling, rehearsal, and role-play, if necessary.
While PFB has been demonstrated to increase TI, variations of the procedure have
been examined in the literature. For example, Guercio et al. (2005) varied PFB private
meetings with public postings of TI to train 30 staff members at a residential facility.
Although the results of the study showed dramatic increases of integrity among all staff,
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whether the private or public PFB was more successful was unclear. The delivery of PFB
and the amount of time between the observation periods have also been investigated.
Noell et al. (1997) delivered PFB immediately after observation, while Codding et al.
(2005) delivered PFB every other week; others have examined varying lengths of time in
between. PFB appears to work despite time delays, but ultimately more intense and
steeper increases in TI were associated with shorter time lapses (Mortenson & Witt,
1998).
The removal of PFB demonstrates decreases in levels of TI (Noell et al., 1997;
Witt, Noell, LaFleur, & Mortenson, 1997). The process of fading is recommended to
work around this issue (DiGennaro Reed & Codding, 2011; DiGennaro et al., 2005; Noell
et al., 2000). Fading refers to the gradual decrease in the frequency of and length of time
PFB is delivered and is contingent upon the demonstration of TI at specified criterion
levels. Within the field of school psychology, however, PFB is not always a feasible
strategy for increasing interventionists’ TI because of the large numbers of
interventionists in the school setting, the other professional responsibilities of the school
psychologist, and the amount of time required to observe and provide informative PFB to
the interventionists (Sanetti et al., 2014).
The partnership collaboration model is considered to be another way to promote
TI, particularly when compared to a hierarchical model, or an expert-driven approach.
The partnership collaboration model seeks to promote and develop interventions that are
culturally sound, ecologically valid, and acceptable (Kelleher, Riley-Tillman, & Power,
2008). As a whole, the model mutually involves the consultant and the practitioner to
identify problems and goals and to choose and implement EBIs. Both parties meet
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regularly to evaluate outcomes and to make any necessary adjustments to the treatment
protocol. A hierarchical model, or expert-driven approach, is when solely a consultant
chooses the EBIs, evaluates the outcomes, and makes any necessary adjustments to the
treatment protocol, leaving the practitioner to only implement the treatment. Researchers
have found that the input and investments made by both parties in the partnership
collaboration model increase the adoption and efficacious implementation of treatment
plans, thus promoting TI (Hagermoser Sanetti & Kratochwill, 2009; Kelleher et al., 2008;
Power et al., 2005).
Future Recommendations for Treatment Integrity
TI is often assumed rather than assessed in an empirical manner (Gresham, 1989).
All that has been discussed, the importance of TI as well as the limitations and issues
surrounding it, have led researchers and practitioners to make specific recommendations
for the use of TI within research, policy, and practice.
Research
Within the field of research, one of the first recommendations is that all
researchers should provide a comprehensive operational definition of all the independent
and dependent variables that are intended to be implemented and studied (Bellg et al.,
2004; Gresham, 1989). Once again, providing this specific definition of the treatment
protocol(s) will allow for the replication and generalization of the independent
variable(s). Researchers and practitioners also recommended that a more accurate
construct of how to define TI and of the components it should encompass needs to be
developed (Hagermoser Sanetti & Kratochwill, 2009). Furthermore, additional empirical
evaluation of these components and their interactions with one another should be
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conducted (Hagermoser Sanetti & Kratochwill, 2009). Creating consensus on the
definition and all of its components eliminates any current ambiguity and allows
researchers to better assess and report TI findings. Another recommendation includes the
development of empirically sound TI assessment tools of both direct and indirect
methods (Gresham, 2009; Hagermoser Sanetti & Kratochwill, 2009). This is
recommended not only to have a unified way of measuring and evaluating TI within the
research field, but also to have this tool so it can be used within the applied setting.
Researchers have suggested that the research field should invest time and effort in
developing multiple, yet feasible, strategies to promote, measure, and evaluate various
dimensions of TI for school professionals (Hagermoser Sanetti & Kratochwill, 2009).
Policy
Policy can have a significant influence on how and when TI is used and assessed
both within the research and applied settings. One recommendation would be for
granting agencies, as well as editors and reviewers of peer-reviewed journals, to require
quantitative TI data. All authors submitting research findings should be required to
identify specific intervention components related to TI, specify how they collected the TI
data, and report how TI affected and was related to the overall outcome of the study
(Bellg et al., 2004; Gresham, 2009; Hagermoser Sanetti & Kratochwill, 2009). This
policy requirement would significantly increase the measurement and the assessment of
TI in the research field and also could potentially change the results of many research
findings, as the independent variable(s) would be implemented in an efficacious manner.
Another recommendation is that policy makers, both at the state and federal levels,
should familiarize themselves with implementation plans and the importance of TI so that
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TI data collection requirements become embedded into policies and regulations
(Hagermoser Sanetti & Kratochwill, 2009). This could directly affect the overall quality
of services to students provided by educational institutions. Lastly, it is recommended
that public and private granting and funding agencies conduct their own studies on TI
(Gresham, 2009; Hagermoser Sanetti & Kratochwill, 2009). The purpose of this
recommendation is to create a focus on issues that affect a variety of areas (i.e., TI) rather
than on specific content areas (i.e., math and reading interventions).
Practice
Within the applied field, specifically in education, there is a lack of TI
documentation is lacking and the practice of assessing TI is inconsistent (Cochrane &
Laux, 2008). First, methods to assess TI and systems to document TI data need to be
developed for the applied field in ordered for TI to be measured more readily
(Hagermoser Sanetti & Kratochwill, 2009). Second, school psychologists,
administrators, and teachers should be developing in-service training programs designed
to integrate current content of interventions that are being implemented and the
assessment of TI (Hagermoser Sanetti & Kratochwill, 2009). For example, trainings in
RtI intervention and data collection could be integrated within TI assessment and
measurement. The last recommendation suggests that the field provide more training on
TI assessment. Graduate-level programs, practicum/internship courses, and
research/measurement classes should be providing training and lectures on TI and how to
effectively measure and assess for it (DiGennaro-Reed & Codding, 2011). Furthermore,
professional conferences and conventions should be resources for education professionals
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on the evaluation of TI and school-based interventions and practices (Hagermoser Sanetti
& Kratochwill, 2009).
Limited Reporting of Treatment Integrity
Research
Considering the significant influence TI could potentially have over the
relationship between the independent and dependent variables, one would suspect that TI
is regularly reported within research studies. However, nothing could be farther from the
truth. Gresham, Gansle, Noell, and Cohen (1993) reviewed 181 school-based behavioralintervention studies published in seven different behaviorally oriented journals between
1980 and 1990. They found that only 14% of the studies provided TI data, 10% of the
studies reported that TI was monitored but provided no empirical evidence of its
monitoring, and approximately 75% of the studies did not assess or monitor TI. Another
study found that of 158 studies, 15% reported integrity data from studies (Gresham,
Gansle, & Noell, 1993). These data involved a review of research studies on children’s
behavioral interventions that were published in Journal of Applied Behavior Analysis
(JABA) from 1980 to 1990. This was similar to a review of articles completed from
1968 to 1980, also published in JABA, which found 80% of the articles failed to report TI
data (Peterson et al., 1982). Within the areas of autism and learning disabilities, only
18% and 18.5% of articles, respectively, reported TI data (Gresham et al., 2000; Wheeler
et al., 2006). Perepletchikova, Treat, and Kazdin (2007) found that fewer than 4% of
psychotherapy research studies reported TI data. Sanetti, Gritter, and Dobey (2011)
found that of 223 studies from four school psychology journals from 1995 to 2008, 50%
provided empirical evidence of TI data, while 13% mentioned monitoring of TI but
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provided no quantitative data, and 30% did not provide any sort of TI data. In their most
recent study, Sanetti, Dobey and Gallucci (2014) found that only 7% of 26 studies in the
School Psychology International Journal from 1995 to 2010 provided empirical TI data,
and only 11.5% of the studies mentioned the use of TI monitoring but provided no
evidence. Despite higher rates of TI in more recent times and within the school
psychology field, either a significant underreporting or no use of TI assessments and
evaluations persists.
One other area that is lacking within the research field is operationally defined
independent variables. Researchers found that of 158 studies involving child
interventions published in JABA from 1980 to 1990, only two thirds operationally defined
the independent variable (Gresham, Gansle, & Noell, 1993). Furthermore, in the same
study conducted by Sanetti et al. (2011), the researchers found that only 31% of the
articles provided an operational definition of the independent variable. In the most recent
research, Sanetti et al. (2014) found that of 26 studies published in the School Psychology
International Journal, from 1995 to 2010, 61% did not operationally define the
independent variable. The lack of operational definitions is important to consider in
relation to TI. There is an interrelated connection between the operational definitions of
the independent variable, the implementation of the independent variable based on its
operational definition, and the integrity of that implementation based on the operationally
defined variable.
Applied Setting
Within the school setting, information on how often TI is assessed is limited.
Currently, only one research study has been conducted to determine the use of TI within
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the school setting (Cochrane & Laux, 2008). In this research study, 806 nationally
certified school psychologists (NCSPs) participated in completing a 13-item online
survey about TI. Of the 806 participants, the mean years of experience was 13.4, more
than 70% of the participants had a specialist degree or higher, 94% worked within the
public school setting, and 52.4% reported to have had training on TI, while 47.6%
reported that they had no training on TI. Sources of training in TI included graduate
courses (72.6%), workshops/in-services (33.2%), on-the-job training (18.1%), and selfstudy (7.4%). Results of the study found that in a one-to-one consultation with teachers
and/or parents, 11.3% (91) of the participants indicated that they always reported TI data,
while 41.6% of participants reported to “sometimes” measure TI, and 33.5% of the
participants indicated that they “no-never” measured TI. Those who responded “yes” or
“sometimes” used direct observation 25.3% of the time, observer post-rating 20.8% of
the time, teacher self-reports 36.9% of the time, and interviewing 60.6% of the time.
When asked if their school-based problem-solving teams measured TI, 1.9% reported
“yes,” 40.4% reported “sometimes,” and 43.9% reported “no.” Those who responded
“yes” or “sometimes” to measuring TI in school-based problem-solving teams, direct
observation was used 26% of the time, observer post-rating was used 18.5% of the time,
teacher self-reports were used 44.8% of the time, and interviewing was used 64.4% of the
time.
When asked if the intervention record would include evidence of TI measures,
67.3% reported that the record would not include documentation of TI, 13.7% reported
that a statement that TI was monitored would be included, and 4.8% reported that some
quantitative evidence of TI being measured would be included (Cochrane & Laux, 2008).
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Of the participants, 56.2% stated that they strongly agreed that TI is a key component
when evaluating the success of an intervention, while 41.6% agreed to this statement,
2.2% disagreed, and 0.1% strongly disagreed (Cochrane & Laux, 2008). In addition,
64.7% stated that they strongly agreed that TI is a critical component to measure when
considering a student for special education, while 32.9% agreed to this statement, 2.3%
disagreed, and 0.1% strongly disagreed (Cochrane & Laux, 2008). Lastly, 60.8% stated
that they strongly agreed that “TI is important to include when developing, monitoring
and evaluating school-based interventions,” while 37.0% agreed to this statement, 1.7%
disagreed, and 0.1% strongly disagreed (Cochrane & Laux, 2008, p. 502).
At the end of the survey, participants were provided the opportunity to provide
their own qualitative description of their opinion of TI (Cochrane & Laux, 2008). Of the
participants, 70% responded in this section, and some indicated that TI is “highly
important,” “vital,” “critical,” “key,” and “imperative.” Others provided responses in
regard to the measure of TI in an RtI framework. Some reported why they did not
measure TI, while others offered ways to increase or change TI within the school setting,
including the need for additional training.
In summary, the findings from this study suggest that approximately 50% of
NCSPs have had some sort of training on TI, while the other 50% have received no
formal training. Although most NCSPs agreed that TI is a vital part of the intervention
process, only 11.3% of NCSPs measured TI within a one-to-one consultation with
teachers and/or parents, while only 1.9% measured TI within their school-based problemsolving teams. Furthermore, for those who did measure TI, 67.3% reported that no
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evidence of TI data would be found within their records of the implementation of the
intervention.
Current Study
Based on Cochrane and Laux’s (2008) findings and the growing emphasis on
measuring TI, the purpose of this study was to obtain updated information on school
psychologists’ knowledge of, familiarity with, and use of TI within the school setting.
Therefore, the current study was designed to address practicing school psychologists’
levels of familiarity with and comfort in defining TI, and to determine if they were able
to define TI in their own words. It sought to obtain information on how participants
were trained in TI and on their agreement or disagreement regarding the importance of
TI. The current study also aimed to determine the percentage of the participants who
measured, evaluated, and reported TI in a one-to-one consultation and within schoolbased problem-solving team(s) and what method they would mostly likely use to measure
TI. Lastly, the study sought to determine the barriers the school psychologists
encountered to measuring and evaluating TI and what they needed to be successful at
accurately measuring and evaluating TI.
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Chapter 3: Method
The following is a detailed methods section, describing the methods and
procedures that were used to conduct this study. This study surveyed practicing certified
school psychologists’ knowledge and use of treatment integrity (TI) in academic and
behavioral interventions. This research was guided by the following research questions:
Research Question 1: What is this sample of practicing school psychologists’ level
of comfort defining treatment integrity, and what level of familiarity do they have
with the concept of treatment integrity?
Research Question 2: Are participants capable of defining treatment integrity in
their own words?
Research Question 3: From the sample, what percentage of practicing school
psychologists measure, evaluate, and report treatment integrity in one-on-one
consultation with teachers and/or parents?
Research Question 4: From the sample, what percentage of practicing school
psychologists measure treatment integrity within their school-based problemsolving team?
Research Question 5: How likely would it be for someone to find a statement
documenting evidence of treatment integrity data within a team’s record of an
intervention that has been implemented?
Research Question 6: What is the most popular method of measuring treatment
integrity in a one-on-one consultation and in school-based problem-solving
team(s), and which components are most likely to be measured?
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Research Question 7: What do school psychologists think they need in order to be
successful at accurately measuring and evaluating treatment integrity within their
school(s)?
Research Question 8: What are some barriers that have been identified by this
sample that prevent them from measuring and evaluating treatment integrity?
Research Question 9: Does having more years of experience increase the
likelihood of school psychologists’ use of treatment integrity both in one-on-one
consultation and within the school-based problem-solving team?
Research Question 10: Does having a high level of education increase the
likelihood of school psychologists’ use of treatment integrity both in one-on-one
consultation and within the school-based problem solving team?
Research Question 11: Does having a national certification (i.e., NCSP) increase
the likelihood of school psychologists’ use of treatment integrity both in one-onone consultation and within the school-based problem-solving team?
Research Question 12: Does having specific training in treatment integrity
increase the likelihood of school psychologists’ use of treatment integrity both in
one-on-one consultation and within the school-based problem-solving team?
Participants
Participants were identified as practicing certified school psychologists.
Exclusionary criteria included those who were not practicing school psychologists or
individuals in a profession other than school psychology.
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Recruitment
Prospective participants were sent an e-mail that detailed the purpose of this
study and asked for volunteers who met the minimum requirements as a practicing
certified school psychologist to participate in the study. A web-based link was included
in the e-mails so that participants could access an online survey. E-mail addresses of
school psychologists were obtained through online databases, Internet forums,
professional organizations, and school district websites.
Sample Size
A total sample size of 199 was collected; however, because of exclusionary
criteria four of the participants were removed from the sample. The final response rate
was 195 participants.
Measures and Materials
The survey used for this study was adapted from a survey created and used in
Cochrane and Laux’s (2007, 2008) study. Cochrane and Laux’s (2008) 14-item survey
was designed to gather descriptive information from NCSPs on their use of TI in schoolbased interventions. The first four questions obtained demographic information about the
participant. Questions inquired as to how school psychologists were trained in TI and
whether TI was measured in a one-to-one consultation and in school-based problemsolving teams. Further inquiry on how TI was measured was sought. The remaining
questions asked participants if they strongly agreed, agreed, disagreed, or strongly
disagreed that TI was important in school-based interventions.
The current survey contained a total of 25 questions, 20 of which were asked to
each participant and five of which depended on the participants’ responses to the initial
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20 questions. The initial six items gathered demographic information regarding the
participant and the next four questions asked about the participants’ familiarity with,
training in, and ability to define TI and about other school psychology practices/concepts.
A total of seven questions concentrated on the participants’ current measurement and
evaluation of TI in a one-on-one consultation and within a school-based problem-solving
team. Three questions asked about the participants’ perception of the importance of
measuring and evaluating TI, and the last five questions asked about barriers in
measuring TI and about what the participants needed to be more successful in measuring
and evaluating TI. The full survey can be found in Appendix B.
Research Design
This survey study obtained descriptive information about TI so that the
information could be generalized to the population of practicing certified school
psychologists. Furthermore, a Pearson’s chi-square statistical procedure was applied to
the data set to determine the likelihood of school psychologists’ use of TI within a oneon-one consultation or in a school-based problem-solving team, depending on their years
of experience, highest degree earned, possession of a national certification (i.e., NCSP),
and specific training in TI.
Procedure
An e-mail was sent to prospective participants asking them to participate in an
online survey available at survey monkey. The survey was made available to prospective
participants for 5 weeks, after which the collected data were interpreted.
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Chapter 4: Results
Introduction
The overarching purpose of this study was to examine practicing school
psychologists’ knowledge and use of treatment integrity (TI) in academic and behavioral
interventions. This chapter will first provide descriptive information of the participants
in the study. Next, Research Questions 1 through 8 will provide information on the direct
responses of the participants in the study. Lastly, Research Questions 9 through 12 will
examine the most significant factors in increasing the likelihood of measuring,
evaluating, and reporting TI data through the use of Pearson’s chi-squared statistical
analysis.
Descriptive Statistics
After 5 weeks, 199 people had participated in the survey study. The final
response rate was 195 participants because of the elimination of those who participated in
the study but were not practicing school psychologists. As shown in Table 2, sixty-seven
of the participants (34.36%) held a Master’s degree plus an additional 30 credits, 32 of
the participants (16.41%) held a Master’s degree plus an additional 45 credits, 56 of the
participants (28.72%) held a Master’s degree plus an additional 60 credits, and 40 of the
participants (20.51%) held a doctoral degree. Of 194 participants that responded to this
item, 107 (55.15%) did not have a national certification (i.e., NCSP), while 87 (44.85%)
did (please refer to Table 2). Of the 157 participants who responded to this item, 112
participants (71.34%) did not hold any additional certification, while four (2.55%) had a
Board Certified Behavior Analyst (BCBA) certification and 5 (3.18%) had an American
Board of School Neuropsychology (ABSNP) certification (please refer to Table 2).
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Thirty-seven participants (23.57%) responded as “other” additional certifications, which
often included teaching certifications, licensed psychologists/social workers,
administration certification, or bilingual certification. In terms of number of years
working as a school psychologist, 94 participants (48.21%) identified 1 to 5 years, 33
(16.9%) identified 6 to 10 years, 39 (20%) identified 11 to 15 years, 11 (5.64%) selected
16 to 20 years, and 18 (9.23%) selected 21 or more years (please refer to Table 2). Of
156 respondents, 57.05% reported that they had received training on the importance of TI
in intervention design and how to measure it, while 42.95% reported that they had never
received any training on TI (please refer to Table 2).
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Table 2
Demographic Data from Practicing School Psychologists
________________________________________________________________________
N
Percentage
Demographic Information
________________________________________________________________________
Practicing school psychologist
195
(100)
Education
Master’s +30
67
(34.36)
Master’s +45
32
(61.41)
Master’s +60
56
(28.72)
Doctorate
40
(20.51)
NCSP
Yes
87
(44.85)
No
107
(55.15)
Additional certifications
Not applicable
112
(71.34)
BCBA
4
(2.55)
LPC
0
(0)
ABSNP
5
(3.18)
Other
37
(23.57)
Years of experience
1-5
94
(48.12)
6-10
33
(16.92)
11-15
39
(20)
16-20
11
(5.64)
21+
18
(9.23)
Training on TI
Yes
89
(57.05)
No
67
(42.95)
________________________________________________________________________
Note. NCSP = nationally certified school psychologist; BCBA = Board Certified
Behavior Analyst; LPC = License Professional Counselor; ABSNP = American Board of
School Neuropsychology; TI = treatment integrity.

Lastly, an overwhelming majority of the participants in the study believed that TI
is a key component in intervention success. The study showed that 37.32% “agreed” and
59.86% “strongly agreed” that TI is a key component to intervention success, 45.07%
“agreed” and 50% “strongly agreed” that TI is critical in determining special-education
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services when using Response to Intervention (RtI) as the method for eligibility, and
51.41% “agreed” and 46.48% “strongly agreed” that TI information is important when
developing, monitoring, and evaluating school-based interventions (please refer to Table
3). This reporting is important, as the majority of school psychologists perceived TI to be
a key component in intervention success, critical in determining special education
eligibility, and important in developing, monitoring, and evaluating school-based
interventions.

Table 3
School Psychologists’ Perceptions of the Importance of Treatment Integrity
________________________________________________________________________
Strongly
Disagree
Agree
Strongly
Disagree
Agree
Importance of TI
________________________________________________________________________
Key component to
2 (1.41%)
2 (1.41%)
53 (37.23%) 85 (59.86%)
intervention success
Critical when
determining eligibility

3 (2.11%)

4 (2.82%)

64 (45.07%)

71 (50%)

Important for school1 (.70%)
2 (1.41%)
73 (51.41%) 66 (46.48%)
based interventions
________________________________________________________________________
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Research Question 1
What is this sample of practicing school psychologists’ level of comfort defining
treatment integrity, and what level of familiarity do they have with the concept of
treatment integrity? Based on the responses of the 184 participants who responded to
this question, 9.55% of the participants (n = 15) rated being most comfortable in defining
TI, while 42.04% of the participants (n = 66) reported being the least comfortable in
defining TI In comparison, 13.38% of the participants (n=19) reported being least
comfortable with psychoeducation evaluation, 18.92% of the participants (n = 28)
reported being least comfortable with academic interventions, 5.41% of the participants
(n = 8) reported being least comfortable with behavioral interventions, and 13.33% of the
participants (n = 24) reported being least comfortable with behavioral consultations
(please refer to Table 4). The findings suggest that the participants were most
uncomfortable in defining the term treatment integrity than in defining any of the other
terms that were provided to them.
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Table 4
School Psychologists’ Comfort Level in Defining the Following Terms
________________________________________________________________________
1
2
3
4
5
Most comfortable
Least comfortable
Terms
________________________________________________________________________
Psychoeducation
106 (74%)
6 (4%)
7 (4%)
4 (2%)
19 (13%)
evaluations
Academic
interventions

6 (4%)

43 (29%)

37 (25%)

34 (22%)

28 (18%)

Treatment
integrity

15 (10%)

25 (15%)

26 (16%)

25 (15)

66(42%)

Behavioral
intervention

15 (10%)

40 (27%)

49 (33%)

36 (24%)

8 (5%)

Behavioral
24 (13%)
43 (23%)
39 (12%)
50 (27%) 24 (13%)
consultation
________________________________________________________________________

When asked their level of familiarity with TI, of the185 respondents, 2.7%
reported not to be at all familiar with TI, 11.89% reported to be slightly familiar, 24.32%
reported to be somewhat familiar, 40.54% reported to be moderately familiar, and
20.54% reported to be extremely familiar (please refer to Table 5). Again, in
comparison, 88.65% of the participants (n = 164) reported being extremely familiar with
psychoeducation evaluation, 32.97% of the participants (n = 61) reported being extremely
familiar with academic interventions, 54.50% of the participants (n = 101) reported being
extremely familiar with behavioral interventions, and 57.30% of the participants (n =
106) reported being extremely familiar with behavioral consultation. This is important to
consider in that more of the participants were either “not at all familiar” or only “slightly
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familiar” with the term treatment integrity than with any of the other terms provided to
them.

Table 5
School Psychologists’ Familiarity Level with the Following Terms
________________________________________________________________________
Not at all
Slightly
Somewhat
Moderately Extremely
familiar
familiar
familiar
familiar
familiar
Terms
________________________________________________________________________
Psychoed.
0 (0%)
0 (0%)
3 (1.6%)
18 (9.73%)
164 (88.65%)
evaluations
Academic
0 (0%)
interventions

7 (3.78%)

32 (17.3%)

85 (45.95%)

61 (32.97%)

Treatment
integrity

22 (11.89%)

45 (24.32%)

75 (40.54%)

38 (20.54%)

1 (.54%)

10 (5.41%)

73 (39.46%)

101 (54.59%)

5 (2.7%)

Behavioral
0 (0%)
intervention

Behavioral
0 (0%)
3 (1.62%)
8 (4.32%)
68 (36.76%) 106 (57.30%)
consultation
________________________________________________________________________

Research Question 2
Are participants capable of defining treatment integrity in their own words? In
order to determine whether or not individuals were able to accurately define TI, key
words and trends were identified. These key words/trends included the following:
fidelity, implemented, accuracy, designed, intended, extent, following, supposed to be,
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followed, ensured, delivery, planned, administered, accordingly, reliable, valid, and
adheres. Based on the 148 participants who responded to this question, 21 (14.18%)
participants were not able to correctly define TI, which is shown in Table 6. Of those,
four respondents admitted to not knowing the definition of TI and three provided
responses that were close to the targeted response but did not provide a full understanding
of TI. Common trends found within the incorrect responses included treatment plans
appropriately targeting problem areas or TI related to specific ethical and legal concerns
of an intervention. This was important to examine to gain a sense of practicing school
psychologists’ ability to define what TI meant to them.

Table 6
School Psychologists’ Capability in Defining Treatment Integrity
________________________________________________________________________
N
Percentage
Capability in Defining
________________________________________________________________________
Correctly
127
85.82
Incorrectly
21
14.18
________________________________________________________________________

Research Question 3
From the sample, what percentage of practicing school psychologists measure,
evaluate, and report treatment integrity in one-on-one consultation with teachers and/or
parents? As shown in Table 7, of the 156 participants who responded to this question,
17.95% (n = 28) reported “yes” to measuring TI as part of a one-on-one consultation with
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teachers and/or parents, 55.77% (n = 87) reported “sometimes,” and 26.28% (n = 41)
reported “no.” This finding suggests that more participants do not measure TI than do
measure it consistently, but the majority of the participants measure, evaluate, and report
TI on an inconsistent basis within a one-on-one consultation.

Table 7
Percentage of School Psychologists Who Measure, Evaluate, and Report Treatment
Integrity in One-on-One Consultation with Teachers and/or Parents
________________________________________________________________________
N
Percentage
Measure, Evaluate, and
Report TI
________________________________________________________________________
Yes
28
17.95
Sometimes

87

55.77

No
41
26.28
________________________________________________________________________

Research Question 4
From the sample, what percentage of practicing school psychologists measure
treatment integrity within their school-based problem-solving team? As shown in Table
8, of the 151 participants who responded to this questions, 4.64% (n = 7) reported “yes”
to measuring TI within a school-based problem-solving team(s), 44.37% (n = 67)
reported “sometimes,” and 50.99% (n = 77) reported “no.” This reporting suggests that
considerably more of the participants did not measure, evaluate, and report TI in a
school-based problem-solving team than did measure, evaluate, and report TI
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consistently. Furthermore, fewer than half of the participants measured, evaluated, and
reported TI in an inconsistent manner in a school-based problem-solving team.

Table 8
Percentage of School Psychologists Who Measure, Evaluate, and Report Treatment
Integrity in School-Based Problem-Solving Team
________________________________________________________________________
N
Percentage
Measure, Evaluate, and
Report TI
________________________________________________________________________
Yes
7
4.64
Sometimes

67

44.37

No
77
50.99
________________________________________________________________________

Research Question 5
How likely would it be for someone to find a statement documenting evidence of
treatment integrity data within a team’s record of an intervention that has been
implemented? Based on the responses of the 74 participants who answered this question,
14 (18.92%) reported that it would be “extremely unlikely” to find evidence documenting
the measurement of TI, 43 (58.11%) reported it to be “unlikely,” 16 (21.62%) reported it
to be “likely,” and 1 (1.35%) reported that it would be “extremely likely” (please refer to
Table 9). This reporting suggests that finding documentation or evidence of TI data in a
school-based problem-solving team’s records would be more likely to be either
“extremely unlikely” or “unlikely” than “likely” or “extremely likely.”
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Table 9
Likelihood of School Psychologists Documenting Evidence of Treatment Integrity in a
School-Based Problem-Solving Team’s Records
________________________________________________________________________
N
Percentage
Documenting Evidence
of TI
________________________________________________________________________
Extremely
unlikely
14
18.92
Unlikely

43

58.11

Likely

16

21.6

Extremely
1
1.35
likely
_______________________________________________________________________

Research Question 6
What is the most popular method of measuring treatment integrity in a one-onone consultation and in school-based problem-solving team(s), and which components
are most likely to be measured? Within a one-on-one consultation and in school-based
problem-solving team(s), the two most popular methods used to measure TI were
interviewing the person who was responsible for implementing the interventions (73%)
and using direct observations (55 - 65%). The least popular method was observer postrating scale (11-21%), while teacher self-reports were used approximately 50% of the
time (please refer to Table 10). Ultimately, direct observation and interviewing were the
most commonly used method in both a one-on-one consultation and within a schoolbased problem-solving team. These two preferred methods are important to consider
when developing TI training programs and TI protocols.
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Table 10
Methods Used to Measure Treatment Integrity in both a One-on-One Consultation and a
School-Based Problem-Solving Team
________________________________________________________________________
One-on-one
consultation

School-based
problem-solving team

Methods Used to
Measure TI
________________________________________________________________________
Direct
observation
72 (65.45%)
38 (55.88%)
Observer postrating scale

23 (20.91%)

8 (11.76%)

Teacher
self-report

51 (46.36%)

35 (51.47%)

Interview

81 (73.64%)

50 (73.53%)

Other
6 (5.45%)
________________________________________________________________________

Table 11 shows that the most likely components to be measured included
treatment adherence (80%), time spent on the intervention (63-67%), and perceived
versus actual change (47-56%). The least likely components to be measured were
agent/interventionist competency (19-24%), treatment differentiation (21-23%), and
motivation of the agent/interventionist (20-23%). Overall, treatment adherence, time
spent on the intervention, and perceived versus actual change were the components that
were most likely to be measured within a treatment protocol. Once again, this is
important to consider when developing TI trainings and TI protocols.
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Table 11
Treatment Integrity Components that Are Measured in both a One-on-One Consultation
and a School-Based Problem-Solving Team
________________________________________________________________________
One-on-one
consultation

School-based
problem- solving team

Components Measured
________________________________________________________________________
Treatment adherence
88 (80%)
55 (80.88%)
Agent/interventionist
competency

27 (24.55%)

13 (19.12%)

Treatment
differentiation

24 (21.82%)

16 (23.53%)

Motivation of
agent/interventionist

26 (23.64%)

14 (20.59%)

Time spent on
intervention

70 (63.64%)

46 (67.65%)

Perceived vs.
actual change

62 (56.36%)

32 (47.06%)

Other
3 (2.73%)
3 (4.41%)
________________________________________________________________________

Research Question 7
What do school psychologists think they need in order to be successful at
accurately measuring and evaluating treatment integrity within their school(s)? Based on
the responses, most school psychologists felt that more training for themselves and
interventionists is needed in order to be more successful at accurately measuring and
evaluating TI. Additional time was also identified as key to becoming more successful,
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as were higher levels of cooperation from building administrators and staff members and
more staffing. Other responses included a standardized protocol or assessment tool to
measure TI.
Research Question 8
What are some barriers that have been identified by this sample that prevent them
from measuring and evaluating treatment integrity? Based on the responses, the most
common barriers that were identified by school psychologists were time constraints for
school psychologists and interventionists, the lack of cooperation from or the reluctance
of the interventionists, and lack of support from school administrators. Lack of training
in intervention implementation and in measuring and evaluating TI were also identified
as barriers. Finally, lack of resources was identified as a barrier in measuring TI;
however, specific resources were not identified.
Research Question 9
Does having more years of experience increase the likelihood of school
psychologists’ use of treatment integrity both in one-on-one consultation and within the
school-based problem-solving team? A Pearson’s chi-square test was performed to
examine the relationship between years of experience and measurement of TI in a oneon-one consultation and within the school-based problem-solving team. Based on chisquared test analysis, it was found that 75.3% of those with 1 to 5 years of experience,
75% of those with 6 to 15 years of experience, and 65.2% of those with 16 or more years
of experience always or sometimes measured TI in a one-on-one consultation, while
24.7% of those with 1 to5 years of experience, 25% of those with 6 to 15 years of
experience, and 34.8% of those with 16 or more years of experience did not measure TI
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in a one-on-one consultation (please refer to Table 12). The relationship between these
variables, in a one-on-one consultation, was not significant, X2(2, 156) = 1.008, p =
.604, meaning that having more years of experience as a school psychologist did not
increase the likelihood that TI would be measured in a one-on-one consultation (please
refer to Table 13).

Table 12
Years of Experience and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
1-5 years
6-15 years
16+ years
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
75.3
75
65.2
No
% within years
24.7
25
34.8
________________________________________________________________________

Table 13
Chi-Square Test: Years of Experience and Treatment Integrity in a One-on-One
Consultation
________________________________________________________________________
Value
df
Sig.
Years of Experience
and TI
________________________________________________________________________
Pearson’s chi-square
1.008
2
.604
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Furthermore, within a school-based problem-solving team, 47.9% of those with 1
to 5 years of experience, 56.1% of those with 6 to 15 years of experience, and 34.8% of
those with 16 or more years of experience always or sometimes measured TI, while
52.1% of those with 1 to 5 years of experience, 43.9% of those with 6 to 15 years of
experience, and 65.2% of those with 16 or more years of experience did not measure TI
within a school-based problem-solving team (please refer to Table 14). The relationship
between these variables, within a school-based problem-solving team, was not
significant, X2(2, 151) = 3.058, p = .217, meaning that having more years of experience
as a school psychologist did not increase the likelihood that TI would be measured within
a school-based problem-solving team (please refer to Table 15).

Table 14
Years of Experience and Treatment Integrity Within a School-Based Problem-Solving
Team
________________________________________________________________________
1-5 years
6-15 years
16+ years
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
47.9
56.1
34.8
No
% within years
52.1
43.9
65.2
________________________________________________________________________
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Table 15
Chi-Square Test: Years of Experience and Treatment Integrity Within a School-Based
Problem-Solving Team
________________________________________________________________________
Value
df
Sig.
Years of Experience
and TI
________________________________________________________________________
Pearson’s chi-square
3.058
2
.217
________________________________________________________________________

Research Question 10
Does having a high level of education increase the likelihood of school
psychologists’ use of treatment integrity both in one-on-one consultation and within the
school-based problem-solving team? A Pearson’s chi-square test was performed to
examine the relationship between highest degree earned and measurement of TI in a oneon-one consultation and within the school-based problem-solving team. Based on chisquared test analysis, it was found that 73.1% of those with a Master’s +30, 65.2% of
those with a Master’s +45, 77.8% of those with a Master’s +60, and 75% of those with a
doctoral degree always or sometimes measured TI in a one-on-one consultation, while
26.9% of those with a Master’s +30, 34.8% of those with a Master’s +45, 22.2% of those
with a Master’s +60, and 25% of those with a doctoral degree did not measure TI in a
one-on-one consultation (please refer to Table 16). The relationship between these
variables, in a one-on-one consultation, was not significant, X2(3, 156) = 1.282, p = .733,
meaning that the higher the degree earned did not increase the likelihood that school
psychologists would use TI in a one-on-one consultation (please refer to Table 17).
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Table 16
Degree Earned and Treatment Integrity in a One-on-One Consultation.
________________________________________________________________________
Master’s +30 Master’s +45 Master’s +60 Doctorate
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
73.1
65.2
77.8
75
No
% within years
26.9
34.8
22.2
25
________________________________________________________________________

Table 17
Chi-Square Test: Degree Earned and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
Value
df
Sig.
Degree Earned and TI
________________________________________________________________________
Pearson chi-square
1.282
3
.733
________________________________________________________________________

Furthermore, within a school-based problem-solving team, it was found that
49% of those with a Master’s +30, 52.4% of those with a Master’s +45, 48.9% of those
with a Master’s +60, and 47.1% of those with a doctoral degree always or sometimes
measured TI, while 51% of those with a Master’s +30, 47.6% of those with a Master’s
+45, 51.1% of those with a Master’s +60, and 52.9% of those with a doctoral degree did
not measure TI within a school-based problem-solving team (please refer to Table 18).
The relationship between these variables was not significant, X2(3, 151) = .148, p = .986,
meaning that the higher the degree earned did not increase the likelihood that school
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psychologists would use TI within a school-based problem-solving team (please refer to
Table 19).

Table 18
Degree Earned and Treatment Integrity Within a School-Based Problem-Solving Team
________________________________________________________________________
Master’s +30 Master’s +45 Master’s +60 Doctorate
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
49
52.4
48.9
47.1
No
% within years
51
47.6
51.1
52.9
________________________________________________________________________

Table 19
Chi-Square Test: Degree Earned and Treatment Integrity Within a School-Based
Problem-Solving Team
________________________________________________________________________
Value
df
Sig.
Degree Earned and TI
________________________________________________________________________
Pearson’s chi-square
.148
3
.986
________________________________________________________________________

Research Question 11
Does having a national certification (i.e., NCSP) increase the likelihood of school
psychologists’ use of treatment integrity both in a one-on-one consultation and within the
school-based problem-solving team? A Pearson’s chi-square test was performed to
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examine the relationship between having a national certification (i.e., NCSP) and
measurement of TI in a one-on-one consultation and within the school-based problemsolving team. Based on chi-squared test analysis, it was found that 80.3% those who had
their NCSP always or sometimes measured TI in a one-on-one consultation, while 67.9%
of those who did not have their NCSP always or sometimes measured TI in a one-on-one
consultation. Furthermore, it was found that 19.7% of those who had their NCSP did not
measure TI in a one-on-one consultation, while 32.1% of those who did not have their
NCSP did not measure TI in a one-on-one consultation (please refer to Table 20). The
relationship between these two variables, in a one-on-one consultation, was not
significant, X2(1, 155) = 3.053, p=.081, meaning that individuals who had their national
certification (i.e., NCSP) were not more likely to measure TI compared to those who did
not have their national certification (i.e., NCSP) in a one-on-one consultation (please
refer to Table 21).

Table 20
NCSP and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
Yes
No
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
80.3
67.9
No
% within years
19.7
32.1
________________________________________________________________________
Note: NCSP = nationally certified school psychologist.
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Table 21
Chi-Square Test: NCSP and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
Value
df
Sig.
NCSP and TI
________________________________________________________________________
Pearson’s chi-square
3.053
1
.081
________________________________________________________________________
Note: NCSP = nationally certified school psychologist.

Within a school-based problem-solving team, 55.7% of those with their NCSP
always or sometimes measured TI, while 42.5% of those with NCSP did not measure TI.
Furthermore, within this problem-solving team, it was found that 44.3% of those who had
their NCSP did not measure TI, while 57.5% of those who did not have their NCSP did
not measure TI (please refer to Table 22). Again, the relationship between these two
variables within a school-based problem-solving team was not significant, X2 = (1, 150) =
2.606, p = .106, suggesting that school psychologists who had their national certification
(i.e., NCSP) would not be more likely to measure TI compared to those who did not have
their national certification (i.e., NCSP) in school-based problem-solving teams (please
refer to Table 23).
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Table 22
NCSP and Treatment Integrity Within a School-Based Problem-Solving Team
________________________________________________________________________
Yes
No
Measurement of TI
________________________________________________________________________
Yes/sometimes
% within years
55.7
42.5
No
% within years
44.3
57.5
________________________________________________________________________
Note: NCSP = nationally certified school psychologist.

Table 23
Chi-Square Test: NCSP and Treatment Integrity Within a School-Based Problem-Solving
Team
________________________________________________________________________
Value
df
Sig.
NCSP and TI
________________________________________________________________________
Pearson’s chi-square
2.609
1
.106
________________________________________________________________________
Note: NCSP = nationally certified school psychologist.

Research Question 12
Does having specific training in treatment integrity increase the likelihood of
school psychologists’ use of TI both in one-on-one consultation and within the schoolbased problem-solving team? A Pearson’s chi-square test was performed to examine the
relationship between having specific training on TI and measurement of TI in a one-onone consultation and within the school-based problem-solving team. Based on chisquared test analysis, it was found that 82% of those who had specific training on TI
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always or sometimes measured for it in a one-on-one consultation, while 62.7% of those
who did not have specific training on TI also always or sometimes measured for TI in a
one-on-one consultation. It was also found that 18% of those who did receive specific
training on TI did not measure for it in a one-on-one consultation, and 37.3% of those
who did not receive specific training on TI did not measure for it in a one-on-one
consultation (please refer to Table 24). The relationship between these two variables was
found to be significant, X2(1, 156) = 7.376, p = .007, suggesting that if school
psychologists received specific training on TI they would be more likely than those who
did not receive specific training on TI to measure for it in a one-on-one consultation
(please refer to Table 25).

Table 24
Training and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
Yes
No
Measuring TI
________________________________________________________________________
Yes/sometimes
% within years
82.0
62.7
No
% within years
18
37.3
________________________________________________________________________
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Table 25
Chi-Square Test: Training and Treatment Integrity in a One-on-One Consultation
________________________________________________________________________
Value
df
Sig.
Training and TI
________________________________________________________________________
Pearson’s chi-square
7.376
1
.007
________________________________________________________________________

Within a school-based problem-solving team, it was found that 62.4% of those
who had specific training on TI always or sometimes measured for TI, and 31.8% of
those who did not have specific training also always or sometimes measured for TI within
a school-based problem-solving team. It was also found that 37.6% of those who did
receive some sort of specific training on TI did not measure for it within a school-based
problem-solving team and 68.2% of those who did not receive some sort of specific
training on TI did not measure for it within a school-based problem-solving team (please
refer to Table 26). The relationship between these two variables was also found to be
significant, X2= (1, 151) = 13.861, p = .000, suggesting that if school psychologists
received specific training on TI they would be more likely than those who did not receive
specific training on TI to measure for it within a school-based problem-solving team
(please refer to Table 27).
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Table 26
Training and Treatment Integrity Within a School-Based Problem-Solving Team
________________________________________________________________________
Yes
No
Measuring TI
________________________________________________________________________
Yes/sometimes
% within years
62.4
31.8
No
% within years
37.6
68.2
________________________________________________________________________

Table 27
Chi-Square Test: Training and Treatment Integrity Within a School-Based ProblemSolving Team
________________________________________________________________________
Value
df
Sig.
Training and TI
________________________________________________________________________
Pearson’s chi-square
13.861
1
.000
________________________________________________________________________

Lastly, a Pearson’s chi-square test was performed to compare those who always
and sometimes measured TI in a one-on-one consultation with those who always and
sometimes measured for TI within a school-based problem-solving team to those who did
not measure TI in both a one-on-one consultation and within a school-based problemsolving team (please refer to Table 28). The relationship between these variables was
significant, X2= (1, 151) = 29.019, p = .000, suggesting that school psychologists who
measured for TI within a one-on-one consultation would be more likely to influence
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those in a school-based problem-solving team to also measure for TI (please refer to
Table 29).

Table 28
Measuring and Not Measuring Treatment Integrity in a One-on-One Consultation and
Within a School-Based Problem-Solving Team
________________________________________________________________________
Yes/Sometimes
No
Measuring TI in a Team vs
One-on-one Consultation
________________________________________________________________________
Yes/sometimes
62
12.5
No
37.8
87
________________________________________________________________________

Table 29
Chi-Square Test: Measuring and Not Measuring Treatment Integrity in a One-on-One
Consultation and Within a School-Based Problem-Solving Team
________________________________________________________________________
Value
df
Sig.
Measuring TI in a Team vs
One-on-one Consultation
________________________________________________________________________
Pearson’s chi-square
29.019
1
.000
________________________________________________________________________
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Chapter 5: Discussion
Summary of the Findings
A number of implications can be found within this study. First, an overwhelming
majority of participants agreed with the importance of treatment integrity (TI) and the
vital role it plays in developing, monitoring, and evaluating school-based interventions.
Second, when compared on a scale of most comfortable to least comfortable, participants
were most comfortable in defining behavioral interventions, psychoeducational
evaluations, and behavioral consultations but were more comfortable in defining TI than
in defining academic interventions. However, participants felt the least comfortable
overall in defining TI compared to academic interventions, behavioral intervention,
psychoeducation evaluations, and behavioral consultation. With regard to the
participants’ level of familiarity with TI, approximately 3% of the participants were not at
all familiar with the concept and 20% were extremely familiar with the concept. About
14% of the participants were unable to define TI correctly, leaving 86% of the
participants being able to correctly define TI.
With regard to measuring and evaluating TI within their practices, almost 18% of
the participants consistently measured TI, while almost 56% of the participants
sometimes measured TI in a one-on-one consultation. Based on Cochrane and Laux’s
2008 study, the number of school psychologists who measure TI consistently in a one-toone consultation has increased from 11.3% to almost 18%. Furthermore, 4.6% of the
participants consistently measured TI within a school-based problem-solving team, while
44% of the participants inconsistently measured TI within their team. This finding has
increased slightly from Cochrane and Laux’s (2008) study, as they found that only 1.9%
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of their participants consistently measured and reported TI within a school-based
problem-solving team. When participants were asked about the likelihood of finding
documentation reporting TI information in problem-solving team records. A little more
than 18% reported that finding documentation would be extremely unlikely, 58%
reported that it would be unlikely, 21% reported that it would be likely, and 1% reported
that it would be extremely unlikely.
In terms of the methods participants used to measure TI, an overwhelming
majority of the participants used direct observation (55 - 65%) and interviewing of the
interventionists (73%) as their preferred methods in both a one-on-one consultation and
within a school-based problem-solving team. The use of both of these methods has
increased since Cochrane and Laux’s (2008) study; however, the use of observer postrating scales and teacher self-reports has stayed relatively similar between both studies.
In order to be more successful at measuring and evaluating TI within their
practices, participants identified the need for more training; the need for additional time
to carry out the practice; and higher levels of cooperation from teachers, staff members,
and administrators in their school buildings. These statements were very similar to those
found in Cochrane and Laux’s study (2008). Similar barriers in carrying out TI within
participants’ practices also were identified in both studies (Cochrane & Laux, 2008).
These barriers included lack of time, lack of support or compliance from individuals who
are involved, and lack of training or understanding of the importance of TI.
Lastly, the study investigated factors that would increase the likelihood of school
psychologists measuring and evaluating TI in their practices. Based on the findings,
having a higher level of education, having increased years of experience, and holding a
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national certification were not found to be statistically significant in increasing the
likelihood of measuring TI in neither a one-on-one consultation nor within a school-based
problem-solving team. However, receiving specific training on TI did increase the
likelihood of school psychologists measuring TI in both a one-on-one consultation and
within a school-based problem-solving team. Furthermore, those who received specific
training in TI and measured and evaluated TI within their one-on-one consultations were
also more likely to influence the problem-solving team members to measure TI.
Significance of the Findings
Although the majority of school psychologist participants believed that TI is a
critical component to the development, monitoring, and evaluation of school-based
interventions, not as many school psychologists actually used it within their practices.
Based on this research and Cochrane and Laux’s (2008) study, the number of school
psychologists who measure and evaluate TI has increased, particularly in a one-on-one
consultation with a teacher and/or parent; however, the measurement and evaluation of TI
within a school-based problem-solving team was much more unlikely to take place. This
could be owing to the other individuals who were involved in the development,
monitoring, and evaluation of the intervention. However, one must recognize the
influence a school psychologist has over a school-based problem-solving team. Based on
this study’s findings, school psychologists become the guiding force in measuring TI
within a school-based problem-solving team, particularly when the school psychologists
are specifically trained in TI and when they measure and evaluate TI in their own one-onone consultation practice.
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The need for specific training in TI is another significant finding within this study.
No other factor tested, including years of experience, being nationally certified, or
highest degree earned, was as closely related to higher rates of measurement and
evaluation of TI than receiving specific training in TI. Other significant findings from
this study come directly from school psychologists’ reporting. Based on the information
obtained, lack of time, lack of training, and lack of cooperation from other agents are
significant barriers to carrying out TI procedures. School psychologists need to
overcome these barriers in order to be more successful at measuring and evaluating TI.
Impact of the Findings
These finding could have a significant impact on the field of school psychology
and for school psychologists. The most obvious need, based on the information obtained
from the study, is specific training in TI. This key finding could impact the field and the
implementation of interventions in a number of different ways. First, it would more than
likely increase the use of TI both in a one-on-one consultation and within a school-based
problem-solving team. Second, trainings that target how to incorporate other individuals
from a school-based team to measure and evaluate TI would be extremely beneficial in
increasing its usage. Third, trainings provided to school psychologists and staff members
would normalize the practice of measuring and evaluating TI by making it a part of the
standard protocol in intervention implementation. Hopefully, making TI a part of a
standard protocol in the implementation of an intervention would then create more time
to ensure that this part of the practice is carried out.
Lastly, trainings on TI provided to various staff members would not only increase
the use of TI, but also increase staff members’ knowledge and understanding of TI and

INTEGRITY OF TREATMENT INTEGRITY

74

ultimately their cooperation in the implementation of an intervention and their
measurement and evaluation of TI. The required training and normalizing the practice of
evaluating TI may prevent staff members/interventionists from feeling as if school
psychologists, or other intervention evaluators, are directly evaluating their performance
as a professional. It is important to reinforce that the evaluation of TI is intended to
increase adherence to the treatment plan so that the treatment is most effective for the
client, rather than to directly evaluate the interventionist’s performance or ability as a
professional. This understanding will hopefully also increase the cooperation and
compliance of the interventionist.
Limitations
Three main limitations were identified within this research study. The first
limitation has to do with the notion of the halo effect, which is described as altering
responses so that the participant will be perceived in a more positive manner (Nisbett &
Wilson, 1977). Participants in the study could have falsified the information they
provided; for instance, they may have stated that they measured and evaluated TI when in
reality they did not or they may have looked up the definition of TI and provided that
answer instead of stating that they actually did not know what it means or what they
thought it meant. Ultimately, those who potentially engaged in the practice of the halo
effect could have altered the information obtained through this study. The second
limitation is that a larger sample size could have impacted the results and/or affected the
validity of this study. This is something future researchers on the topic may want to
consider. Lastly, incomplete answering could have caused a variation in the results.
Many participants in the study did not complete the short-answer section of the study
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and/or did not complete the survey in its entirety. Again, this is something future
researchers may want to consider.
Future Directions
Owing to the very small sample size of participants with additional certifications
(e.g., BCBA, ABSNP, state licensure) within this study, future researchers may want to
gain a larger sample size of this population to determine if their training more specifically
targets TI and if that would have increased their use of TI in evaluating interventions.
Second, because of the high response rate of teachers needing training on and experience
in measuring and evaluating TI, future research should look at the teacher population and
their knowledge, use, and perception of TI. Furthermore, it would be beneficial to
investigate whether or not teacher training programs address the measurement of TI.
Lastly, the qualitative data obtained during this research study could be coded and
analyzed in a more quantitative manner. This could be a possible area of future research.
Recommendations
Based on the finding that specific training on TI was the only significant factor to
increase the use of TI, both in a one-on-one consultation and within a school-based
problem-solving team, the need for an increase in training programs on this topic is
obvious. This need was also a significant request made by school psychologists when
asked about supports they needed in order to be more successful at measuring and
evaluating TI. As previously suggested, trainings on TI can happen in a variety of ways,
including specific course work in Master’s- and graduate-level programs and professional
development and training provided by state and national professional organizations,
school districts, and colleges/universities (DiGennaro-Reed & Codding; 2014;
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Hagermoser Sanetti & Kratochwill, 2009). Trainings should also target how to get
school-based teams to engage in TI procedures.
Other recommendations can be made based on the requests of the participants in
this study. The issue of lack of time was a common barrier in measuring and evaluating
TI. As stated earlier, making TI a part of the standard protocol in intervention
implementation can allow for an increase in time allocated to the practice. Furthermore,
when considering the time barrier, a larger system level change may be required so that
administrators and teachers will come to recognize and be aware of the necessary shift to
also ensure that the intervention is being implemented in an efficacious manner. This is
important to consider because of the significant legal and ethical implications
surrounding the efficacious implementation of an intervention. Time is ultimately
required to measure and evaluate TI. The recognition and awareness by administrators
and teachers will hopefully increase the availability of time to allow for this process to
happen.
Teachers’ and administrations’ lack of complicity to follow a treatment plan with
fidelity was also recognized as another barrier in measuring and evaluating TI. With
almost 43% of the school psychologist participants in this study never having received
any training on TI, the number of teachers, school staff members, and administrators who
have received any training on TI or on intervention implementation is likely even smaller.
Teachers’ adherence to an intervention needs to go beyond their “buying-in.” Instead it
should be providing all staff members with intensive training on the development,
implementation, data collection, and evaluation of both academic and behavioral
interventions. The knowledge and understanding of how and why a treatment needs to be
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implemented are imperative for all teachers, staff members, and administrators. Once
again, this training should be happening as part of a direct in-service provided by school
districts but also as a part of the teacher and administration training programs.
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Appendix A: Dimensions of Treatment Integrity Across Conceptual Models
Dimensions of treatment integrity across conceptual models (Hagermoser Sanetti &
Kratochwill, 2009). Dimensions that are present in two or more conceptual models are
in bold and italic typeface. aRenamed “interventionist competence” in Jones et al.
(2008). bRenamed “participant dosage received” in Jones et al.(2008).
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Appendix B: Survey
Are you currently a practicing certified school psychologist?
□ Yes
□ No

Select your highest degree completed
□ Master's +30
□ Master's +45
□ Master's +60
□ Doctoral Degree

Do you have your national certification (NCSP)?
□ Yes
□ No

Do you hold any additional certifications? Check all that apply.
□ Not Applicable
□ Board Certified Behavior Analyst (BCBA)
□ License Professional Counselor (LPC)
□ American Board of School Neuropsychology (ABSNP)
□ Other (please specify)
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Select the number of years working as a school psychologist:
□ 1-5
□ 6-10
□ 11-15
□ 16-20
□ 21+

Setting where currently employed. Check all that apply.
□ Public School
□ Private School
□ Parochial School
□ Charter School
□ Specialized Program (please specify)

How comfortable do you feel defining the following terms? Rank order from most
comfortable to least comfortable, 1 being the most comfortable and 5 being the least
comfortable
□ Psychoeducational Evaluations
□ Academic Interventions
□ Treatment Integrity
□ Behavioral Interventions
□ Behavioral Consultation
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How familiar are you with the following practices?
1- Not familiar at all
2- Slightly familiar
3- Somewhat familiar
4- Moderately familiar
5- Extremely familiar

□ Psychoeducational Evaluations
□ Academic Interventions
□ Treatment Integrity
□ Behavioral Interventions
□ Behavioral Consultation

What is your understanding of treatment integrity? Please provide your own definition.

Treatment integrity is the degree to which a treatment plan is implemented as it was
intended (Gresham, 1989). Treatment Integrity is also referred to as treatment fidelity,
intervention integrity, procedural reliability, and implementation integrity.
Due to the growing body of research and literature regarding the importance of treatment
integrity, its definition has most recently been redefined as “the extent to which essential
intervention components are delivered in a comprehensive and consistent model by an
interventionist trained to deliver the intervention” (Hagermoser Sanetti & Kratochwill,
2009, p.448).
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Have you ever had any training on the importance of treatment integrity in intervention
design and how to measure it?
□ Yes
□ No
If yes, please describe

Do you measure treatment integrity when developing/monitoring/evaluating interventions
as part of one-to-one consultation with teachers and/or parents?
□ Yes
□ Sometimes
□ No

Please indicate which of the following methods you use to measure treatment integrity in
your one-to-one consultation with teachers and/or parents. Check all that apply.
□ Direct observation: An observer watches the teacher implement the
intervention. The observer for each step of the intervention plan records if the
step occurred or did not occur. At the end of the observation, it is possible to
calculate a treatment integrity percentage for each step. The higher the
percentage, the more the intervention was implemented with integrity.
□ Observer post-rating scale: An observer watches the teacher implement the
intervention. At the end of the observation, the observer rates each step of the
intervention in terms of whether they perceive that it was implemented with a
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high level of integrity or as intended, or with low level of integrity, which
would mean it was not implemented at all.
□ Teacher Self-report: The teacher implementing the intervention is asked to
complete a self-report form after the period when the intervention was
implemented. Each step of the intervention is listed, and the teacher indicates
for each step if he/she agrees or disagrees that he/she completed that step as
intended.
□ Interview: A person interviews the teacher responsible for implementing the
intervention. The person asks if the teacher implemented all the steps of the
intervention and records the answers. It is very similar to a self-report, but is
done as an interview.
□ Other (please specify)

Which components are typically measured? Check all that apply.
□ Treatment Adherence
□ Agent Competency
□ Treatment Differentiation
□ Motivation of Agents
□ Time spent on the intervention
□ Perceived versus Actual Change
□ Other (please specify)
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In your experience, does your school-based problem-solving team(s) measure treatment
integrity?
□ Yes
□ Sometimes
□ No

If your team records were reviewed, what is the likelihood you would you find a
statement documenting evidence of treatment integrity and find it reported as a numerical
index of treatment integrity?
□ Extremely Unlikely
□ Unlikely
□ Likely
□ Extremely Likely

Please indicate which of the following methods you use to measure treatment integrity in
your school-based problem-solving team(s).
□ Direct observation: An observer watches the teacher implement the
intervention. The observer for each step of the intervention plan records if the
step occurred or did not occur. At the end of the observation, it is possible to
calculate a treatment integrity percentage for each step. The higher the
percentage, the more the intervention was implemented with integrity.
□ Observer post-rating scale: An observer watches the teacher implement the
intervention. At the end of the observation, the observer rates each step of the
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intervention in terms of whether they perceive that it was implemented with a
high level of integrity or as intended, or with low level of integrity, which
would mean it was not implemented at all.
□ Teacher Self-report: The teacher implementing the intervention is asked to
complete a self-report form after the period when the intervention was
implemented. Each step of the intervention is listed, and the teacher indicates
for each step if he/she agrees or disagrees that s/he completed that step as
intended.
□ Interview: A person interviews the teacher responsible for implementing the
intervention. The person asks if the teacher implemented all the steps of the
intervention and records the answers. It is very similar to a self-report, but is
done as an interview.

Which components are typically measured? Check all that apply.
□ Treatment Adherence
□ Agent Competency
□ Treatment Differentiation
□ Motivation of Agents
□ Time spent on the intervention
□ Perceived versus Actual Change
□ Other (please specify)
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Treatment integrity is a key component of intervention success.
□ Strongly Agree
□ Agree
□ Disagree
□ Strongly Disagree

Given the changes in IDEA that allow states to use a Response to Intervention (RtI)
model when determining eligibility for learning disability services, it is critical to include
information on treatment integrity when determining eligibility.
□ Strongly Agree
□ Agree
□ Disagree
□ Strongly Disagree

It is important to include treatment integrity information when developing, monitoring,
and evaluating school-based interventions.
□ Strongly Agree
□ Agree
□ Disagree
□ Strongly Disagree

Please explain why you would or do not measure and evaluate treatment integrity?
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What are some barriers you experience in measuring treatment integrity?

What would best support your needs to successfully measure and evaluate treatment
integrity?

Rank order which supports would be most beneficial to your practice of treatment
integrity.
□ Professional development through professional organizations (i.e., NASP,
APA, etc.)
□ In-service training provided by your school district/administration
□ Direct performance feedback given by a trained professional
□ Additional support and time provided by your school district/administration
□ More thorough training in your graduate level courses

What additional training would teachers need to improve the measurement and evaluation
of treatment integrity for academic and behavioral interventions?

